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September is the month when schools reopen. Entering a 
new school, moving into a fresh form, embarking upon. a 
different course of studi se are important occasions in the 
lives of young D og To those who have them in their charge, 
provision_for uture is an ever present obligation, and it is 
sense to ensure that plans for the coming generation will 
faithfully observed. 
onthe’ availability of your trustees just at the moment when 
your children have need of them. The Manager of any branch 
of the Midland Bank will readily explain the services of the 
Bank’s Executor and Trustee Company, where friendly personal 
assistance, based on wide experience, is always at your disposal 
in matters concerned with wills, trusts (educational or other) 
and settlements. 


MIDLAND BANK 
EXECUTOR AND TRUSTEE COMPANY LIMITED 


In particular you must be able to rely. 
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Long clinical experience has proved 
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trolling the bacterial flora of the 
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Now the valuable properties of. this 
sulphonamide have been combined 
with the well-known toxin neutralising 

and adsorbent properties of Pectin 
and Kaolin, 

This combination is presented in the. a 
form of an extremely palatable cream with a chocolate-mint flavour. _ 
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Informative literature will be supplied on request. : % 
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HAEMATEMESIS AND MELAENA* 
WITH SPECIAL REFERENCE TO BLEEDING PEPTIC ULCER 


BY 


F. AVERY JONES, M.D., F.R.C.P. 


Physician in Charge of Dietetic Department, Central Middlesex County Hospitat ; 
Consultant in Gastro-enterology, British Postgraduate Medical School 


[WiTH PHOTOGRAVURE PLATE} 


Effect of Early Feeding and Liberal Transfusion on 
Mortality 


‘The more recent statistics, particularly from America and 


Scandinavia, show a considerable fall in mortality in the 
past ten years. The Scandinavian figures were never as 
high as the English and American were, possibly because 
there is easier admission to hospital and a lower proportion 
of chronic ulcers. The present series shows a definite fall, 
and if allowance is made for the older age distribution the 
reduction is impressive. The figures in this series are 
compared with those of Cullinan and Price (1932), whose 
paper is the best-documented one in the literature. Their 
patients were treated on a restricted fluid intake and only 
small transfusions. They took a five-year period, 1925-9, 
and the total number of cases of haematemesis and melaena 
was 165, but in many the bleeding was associated with 
diseases other than peptic ulcer, such as cirrhosis of the 
liver, carcinoma of the stomach, and other morbid con- 
ditions. These were rejected and so were cases of melaena 
only. The total number of cases of haematemesis from 
proved or probable peptic ulcer in the series was 105. To 
obtain a comparable series the peptic ulcer group has been 
taken and cases with melaena only were excluded. The 
scales are probably weighted against the present series, as 
56% had radiological evidence of peptic ulcer, against 
44% in Cullinan and Price’s series. The amount of surgery 
performed is not salient to affect the main issues of 
comparison. 


TaBLe XIII.—Proportion of Fatal Cases in each Ase Group 


Cullinan and Price ‘Present Series (1947) 
Age (1932) (Haematemesis only) 
Males Females Males Females 

20-29 0 0/3 1/21 /8 
30-39 2/7 (30° 1/8 0/56 1/16 
40-49 5/24 ey) 1/5 a (22 1/30 
70-79 .. 3/29 
Total 16/74 (21%) 3/31 (10%) 28/346 (8%) 14/184 (7%) | 


Males: x? = 11-875. n= 1. 


P = <0-01 (highly significant). 
Females: = 1:0554. n = 1. 


P = 0:3 (not significant). 


*The second Goulstonian Lecture given at the ey College of 
pypeiecane of London on March 20, 1947. Lecture I appeared in 
week’s issue. 


A comparison of the two series reveals an impressive fall 
in the mortality in the men, particularly under 60; it is 
less obvious, though present, in the female cases. The 
difference in the age distribution in the two series is well 
demonstrated. 


Reasons for Fall in Mortality 


There are important reasons for the reduction in mor- 
tality. Recurrent haemorrhages are fewer and, thanks to 
early feeding and liberal transfusions, the patients are in 
a much stronger position to withstand further bleeding. 
With drip transfusions fewer patients become anoxaemic, 
making them restless and difficult to nurse ; to-day, patients 
no longer die from therapeutic dehydration. 

The incidence of recurrent bleeding in this series may be 
compared with Cullinan and Price’s cases. Taking patients 
admitted with haematemesis and showing evidence of brisk 
haemorrhage after admission, fhe figures shown in Table 
XIV are obtained. 


Taste XIV.—Recurrent Haemorrhages 


Cullinan and Price Present Series 
(1932) (1947) 
No. Deaths No. Deaths 
Alladmissions .. ay 109 (18 530 | 42 (8% 
which recurred .. 103 | 26 
which recurred more than once 21 57. 17 A) 


KV.—Statistical Analysis’: Gémpatison: between the Two 


| 


1 of recurrent 13-9757 | 0-01 Highly significant 
Frequency of multiple 61115. |-0°014 |: Si ifcant 
(3) Mortality (all admissions) .. 9-4624 | 0-01 Highly significant 
(4) Mortality (single recurrence) 3-3831 | 0-075 | On the border of 
ificance 
(5) Mortality (multiple recurrences) . 4-9034 | 0-03 PN. mr 


Table XV shows very clearly that liberal drip transfusion 


_ and early feeding actually reduce the risk of further bleed- 


ing and the mortality of recurrent haemorrhage. 


The greater interest in feeding of patients has eliminated 
fatalities resulting from inadequate fluid intake. An ex- 


amination of the post-mortem records of fatal cases of 
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Mente 


haemorrhage from simple peptic ulcer (1931-5) showed that 
in 18 out of 39 cases the haemorrhage had ceased at the 
time of death and that many had not bled for some days 
previously (Avery Jones, 1939b). In seven of these cases 
the blood or cerebrospinal fluid urea was determined at 
death, and all showed uraemia, the readings being 860, 710, 
540, 380, 368,°330, and 272 mg. per 100 ml. Except in 
one case, the kidneys did not show sufficient changes to 
account for the azotaemia. These patients did not die 
exsanguinated ; nor were they old enfeebled people, for 
five were under 50 and one was only 28. They died from 
uraemia between the eighth and the sixteenth day after 
admission. The common factor in these cases was dehydra- 
tion, and an estimate of their fluid balance from their charts 
showed a gross deficit. They became dehydrated because 
the routine treatment provided insufficient fluids, and their 
symptoms were probably masked by heavy sedation. 

The giving of a purée diet after haemorrhage from a 
peptic ulcer has the advantage of supplying available water 
as well as calories. Although much of the improvement in 
mortality may be due to the elimination of dehydration the 
better nourishment at a time of crisis must also have helped. 


Clinical Observations 


The diagnosis of haematemesis and melaena would not 
appear to present any difficulties, but nevertheless errors 
can arise. Patients have been admitted with the diagnosis 
of congestive heart failure, angina of effort, or coronary 
thrombosis. These patients were mainly elderly. Dis- 
orientation from cerebral anoxia may have made it impos- 
sible to get an adequate history, and melaena has been first 
discovered in hospital. Pallor may have been masked hy 
dark skin or by wartime “ black-out ” conditions of light- 
ing, if admitted at night. An ill-cared-for pigmented senile 
individual with severe dyspnoea, oedema, and distended 
jugular veins may legitimately deceive the admitting 
physician. Cardiac pain from recent acute anaemia twice 
led to an erroneous initial diagnosis. Patients have been 
admitted direct to a surgical ward because of red blood 
passed per rectum, and haemorrhoids were presumed. 
Dark-red fluid stools have often been observed after a brisk 
recurrent haemorrhage in fhe ward, and the absence of the 
classical “tarry” characteristic may be misleading if 
observed on arrival at hospital. Schiff et al. (1942) have 
made observations on the effect of oral administration of 
citrated blood in man, and they found that it was necessary 
to give 100-150 ml. of blood to get a tarry stool. They 
then studied the effect of giving 1,000—-2,000 ml. through 
a Rehfuss tube into the fasting stomach in a period of 
30-60 min. The 2,000 ml. was given in three doses— 
700, 700, and 600 ml.—at four-hourly intervals. Three out 
of the six subjects had stools entirely bloody and never 
tarry, presumably from intestinal hypermotility. None of 
the subjects vomited the blood. 

It was of interest to note that, whereas haematemesis 
occurred in all the fatal duodenal ulcer patients, melaena 
only was present in six of the chronic gastric ulcer patients. 
A common feature of these six cases was their extremely 
poor general condition. Three had extensive oedema, two 
were irrational on admission, and one had severe purulent 
bronchitis. It almost seemed as though they were too weak 
to vomit. It has been assumed in many previous papers 


that melaena only is less serious than haematemesis, but 
taking the whole peptic ulcer group there is no real differ- 
ence in mortality. Thompson et al. (1946) noted a mor- 
tality for melaena similar to that for haematemesis in their 
series. . 

The appearance of the patient on admission soon after 
haemorrhage 


is extraordinarily misleading. Profound 


circulatory collapse and deathly pallor of the lips mp 
disappear within an hour, with great clinica] impr May 
in those whose subsequent course is uneventful a 
in whom the haemoglobin had fallen only to 19q a 
initial pallor is probably due to the intense vasocones: The 
which may occur as a response to haemorrhage, The bj 
pressure during this initial phase may be Moderate} Sod 
creased (Avery Jones, 1939a). Following a 
the pulse may be unusually full and bounding, the diaat 
blood pressure cannot be registered as the sounds are 
audible at zero, and capillary pulsation may be g stil 
strated. These changes are usually particularly marked the 
day after a haemorrhage and may persist for severaj da 
The haemodynamics of the circulation after haemorrhage 
has been recently studied by Howarth and Sharpey-Schafer 
(1947). 

Fever after gastro-duodenal haemorrhage is common ang 
may persist for some days. In one fatal case the 
perature rose steadily over four days. Schiff (1944) has 
shown that the fever is not due to the presence of blood 
in the intestine, and it is possibly related to the endogenoyy 
breakdown of body protein which may occur after haemop. 
rhage (Black, 1942). Leucocytosis may accompany the 
fever, which is usually found after any gastro-duodengl 
bleeding, except in cases of cirrhosis hepatis. Leucocytogy 


after haemorrhage in Banti’s syndrome has been obserygj 
in this series. 

Persistence of pain after admission for haemorrhage, 
well known to be uncommon, and patients may appreciaty 
the relief which the bleeding has brought them. The mechp. 
ism of this relief is unknown. Bonney and Pickering (1949 
suggest that it may be due to blood in the crater increasing 
the thickness of the protective layer of slough, which may 
cover the pain-nerve-endings and hinder their excitatig, 
by changes in acidity in the cavity of the stomach. Gag 
scopically, the slough may be obscured by blood soon 
bleeding, but another explanation of the initial loss off 
may be that the large protein meal with delayed empiying 
which occurs after bleeding (Van Liere ef al., 1936) may 


effectively neutralize the acid in the stomach. For sev 
to ten days after a haemorrhage, gastroscopy usually reveak 
only a small haemorrhagic area in the stomach, presumably 
the site of the vessel; very occasionally a vessel or @ 
aneurysmal dilatation on a vessel may be identified. At 
this stage pain js still very uncommon and may not & 
precipitated by meat, which will often bring on pain in th 
early days after admission for an uncomplicated gastre 
ulcer. Pain persisting after admission is a bad prognostit 
sign, and severe persistent pain has been seen only in case 
which have proved fatal. Discomfort may be present if there 
is an associated stenosis with continued pain. Two possibil 
ties always to be considered are subacute perforation @ 
plain radiograph of the diaphragm may confirm this by the 
presence of air under the diaphragm) and coronafy 
thrombosis. 

Coronary thrombosis was precipitated by the gastro 
duodenal haemorrhage and caused death in two cases. The 
first of these patients had severe pain after admission, bul 
lapsed into a coma and died on the third day. The second 
had persistent pain for ten days, and during this time 
had three transfusions of 1,080 ml., but his haemoglobim 
did not rise above 43%. Following his third transfusion 


he developed acute left heart failure and died. Necropsy 


showed complete occlusion of the right coronary artery: 
This complication has been reported by McLaughlin ef al 
(1940), Blumgart et al. (1941), McKinlay (1943), ang 
Kinney et al. (1945). Electrocardiographic changes maj 
occur after acute haemorrhage without subsequent 
dence of coronary artery disease. Rasmussen and Fe 
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: lips May 1942) report flattening, isoelectric, or negative T-waves, clinic. It is possible that the cases following post-partum 
“Proven jf ( ing of the S-T interval in about half the cases. obstetric shock are conditioned by vascular changes present 
10% and urosis is a well-recognized and tragic complication in the pituitary as the result of pregnancy. 
constr The f gastro-duodenal haemorrhage. One patient aged 70 
Thea e had a transient amaurosis lasting ten minutes follow- Gastroscopic Study of Patients without Radiological Proof 
derately ; ‘a9 recurrences of bleeding from a duodenal ulcer. No of Peptic Ulcer 
aemorthay yo were seen in the fundus. A second patient, aged The “acute-lesion group” included 217 admissions, all 
the 56, WAS admitted with from of whom showed no radiological evidence of gastric ulcer 
nds are ulcer ; he had and all but three had no changes in the duodenal cap. 
Ths thes palin lo ha ler, ad 
Marked Amaurosis en ‘ _ Seve nor- inclu or simplicity of classification. It is well recog- 
a . ost un . emes to i tic 
: subject is the first condition necessary for its development. Jt has been tacitly assumed that these cases are due to acute 
mmon ang | The so ulceration or gastrostaxis, as sometimes no abnormality may 
the tem. reduce opuc nerve that Irreversible be noticed at necropsy. The mortality of these “acute- 
1 damage from ’ lesion” patients is low ; only four died—all women, aged 
The association of acute emotional stress with the haemor- 51, 69, and 84—two very small acute ulcers 
ndogenoys | thage, as described by Davies and Wilson (1939), has often two not revealing any adequate source of bleeding, but 
et haemor. been observed J autolytic post-mortem changes had occurred in the stomach. 
mpany th § young man so per : An attempt has been made to investigate the cause of 
O-duodeng had a severe bleeding in this group, and early gastroscopy has been 
birth of a son ; the n 1 air by iand- ‘undertaken with great caution. This has been performed 
n Obseryaj f mine” who bled a few days ag e ees =~ mainly between the third and the tenth day, but sometimes 
attend court over a possession order on the day Of in the second or third week, after the cessation of bleeding. 
\orthage 2dmission ; the upset a horrific Gastroscopy is not recommended as a routine investigation 
apprecia, Cases of repeate age soon after the haemorrhage and without previous barium- 
mechan. str meal examination, but in this series it has been undertaken 
which may but was successful in 116 out,of the 217 cases. The results are 
‘ot in many cases i sh in Table XVI. 
an factor in only a minority of admissions. The work of Wolf et nee 
oa and Wolff (1943), showing the engorging effect of sustained TABLE XVI.—Acute-lesion Group (X-ray Negative) 
ss of resentment, frustration, and anxiety on the gastric mucosa, 
email gives a clue to the mechanism whereby emotional factors Peptic Ulcer , pve, No 
936) can promote ulceration. Such a background acting over es) omc aL ee 
For p! weeks may possibly lead to peptic ulceration. The precipi- Male | Female | Male | Female | Male | Female 
i i i No. of admissi sh 
of sing ox by the foal | 8 
sel oF anxiety often causes missed meals and extra smoking or oo 
: drinking, which may be enough to cause a sudden extension Atrophic mucosa only ..| 1 a _ 3 1 | — 
ified. At Hypertrophic mucosa o: 5 2 2 1 
y not be of the ulceration. Normal mucosa 9 6 6 9 
ain in the Pregnancy is known to have a beneficial effect on peptic - 
d gastric ulcer, and symptoms of active ulceration are extremely rare The ‘teren 
rognostie during that period. Sandweiss et al. (1943) reported only 
p (1) those with syrcptoms suggesting a peptic ulcer, par- 
y in casey One death, from a perforated ulcer, among 70,310 women |. 
during pregnancy. Over the period of the present series ularly wo 
‘bili @ there were approximately 10,000 women who attended the Pain re ated Dy ; (2) patients 
pose — ‘ ; with a vague indefinite mild dyspepsia ; and (3) those with 
ration @ 4ntenatal clinic and were confined in the hospital. Only divesti ‘ tall. It will b that th ‘ 
is by the one had slight haematemesis, and no ulceration could be C18°S ‘take 
coronary demonstrated. Among the very few referred to the dietetic ge out 
clinic on account of dyspepsia none were found to have © te 116 cases, and a gastric ulcer was found in 65 cases. 
peptic ulceration. During the same time over 2,000 women Gastroscopically, every gradation of ulcer from a small 
superficial red-rimmed ulcer to a deep penetrating crater 


were admitted with abortions and only one had haemat- 
emesis ; she had an associated acute renal failure. The 
acute anxiety of pregnancy in unmarried women does not 
precipitate gastro-duodenal haemorrhage. 

Certain isolated cases stand out in reviewing this series : 
the patient with proved duodenal ulcer whose haemoglobin 
did not rise satisfactorily and whose stools remained posi- 
tive for occult blood and who eventually was found to have 
a carcinoid tumour of the caecum ; a man with recurring 
im cpisodes of bleeding who developed marked koilonychia 
after each bout of haemorrhage ; a woman with Simmonds’s 


ont evigg disease who had haemorrhage from gastric carcinoma. In 
spite of the extreme collapse of many of the patients no case 
of pituitary cachexia has been observed in the follow-up 


can be found in this group of x-ray-negative cases. For 
convenience they can be divided arbitrarily into four 
groups. 

Group I.—These are superficial flat ulcers, mainly less than 
1 cm. in diameter, often with a red rim of hyperaemia but little 
or no oedema. Usually there is no generalized change in the 
gastric mucosa. These ulcers would almost certainly not be 
demonstrated radiologically even if x-rayed the same day. 

Group II1.—These are larger ulcers, probably 1-2 cm. in 
diameter, with the slough apparently a little depressed and with 
moderate or gross redness and swelling around the ulcer. These 
would probably be demonstrated radiologically if radiographed 
the same day, but are not seen one to three weeks later on 
account of rapid healing. . 
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instrument) and no further ulcer found. On the 16th day the 


‘ 


froth with the better vision and greater mobility of tt 
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‘Group I11.—These are still larger ulcers, probably more than ulcer had healed, leaving a small scar. A radiograph on the | Her 
2 cm. in diameter, with much swelling around them and marked {1th day showed a mid-gastric stenosis only. Haemoglobig i sho 
depression of the slough. They correspond with “chronic” fell to 50%. | witt 
gastric ulcers seen normally, but they heal rapidly after the ° Group I dia 
haematemesis, and may not be observed radiologically one to R : : é 
three weeks after the gastroscopy. Male aged 39. Three days’ left epigastric pain. Sudden | ™P 
Group IV.—These are scars of ulcers. These patients have fell to Gastroscopy on the | 
either had gastroscopy later than usual or the bleeding has come ~ 9 lay showed an ulcer just above the angulus (Plate, M 
wieer, ig. 3), and this had healed by the 22nd day (Plate, Fig, 4, | cele 
A radiograph on the 19th day showed normal stomach and , Low 
The majority of these acute ulcers are found in Group 1; duodenum. ‘show 
five patients had multiple. ulcers—two having three ulcers Female aged 72. For 20 years she had had occasional attacks } Patt 
and three having two. In three others there was an un- of indigestion lasting two weeks. Epigastric pain occurred after healt 
associated scar of an ulcer. These small acute ulcers were meals six car’ was haemat- 
particularly common on the posterior wall. Healing might ¢™¢s!s an a recurrent haemorrhage next day. Haemoglobin | # 
occur even within five to twenty days, and six out of 13 on 
left a visible scar. The important findings are summarized lesser curve (Plate, Fig. 5), which had almost healed by = matr 
in Table XVII. 21st day (Plate, Fig. 6). A test meal revealed a pre-histamine} chro 
. achlorhydria, and a barium meal in the fourth week showed atro} 
Taste XVII.—“Acute” Gastric Ulcers normal stomach and duodenum. infla 
Group I Group Il Group III | Group IV : TI 
No. .. 38 14 5 8 oe reve 
Male .. 2, A PF ¢. Male aged 68. Eight years’ history of recurring bouts of} shov 
33 2 epigastric pain after meals, attacks lasting one to two weeks | of h 
tion : Haematemesis seven years and three years previously. On the} of tt 
ry second occasion he was admitted to hospital, and gastroscopy pain 
r curve i 9 4 5 on the third day showed a small ulcer on the posterior wall haen 
(Plate, Fig. 7). This was almost healed two weeks later ang ha 
Atrophy of mucosa .. 16 1 _ 1 did not appear radiologically. He had had pain again, this we 
ati beatae” ea 5 3 8 time severe for one month, and a radiograph had shown a gastric} 5°? 
No scar visible 7 2 — — ulcer high up on the posterior wall. He was admitted with} #5 © 
haematemesis, and had four severe recurrent bleedings in the 
2 : next four days and at one time was profoundly anoxaemic. He 
Evidence of atrophy of the mucosa was present in 18 had 4,860 ml. of blood. Gastroscopy on the 19th day afte} 
_of the 65 cases, 17 had a pre-histamine achlorhydria, and admission showed a large active ulcer high up on the posterior In 
five were histamine-fast. These acute ulcers occurring in wall (Plate, Fig. 8), but the radiologist, though aware of ig} is n 
atrophic mucosae with achlorhydria have been previously Presence, was quite unable to demonstrate it the following day} poss 
reported by Rodgers and Avery Jones (1938) and confirmed The patient had a second severe episode of repeated bleeding} surg 
by Hurst and Lintott (1939). The remaining cases all had i the sixth week and received a further 4.320 mi. of blood} ice, 
A f id but the ulcer eventually healed. He was a frail, wizened man, 
acid curves rising not higher than 60 units of free acid. and operation would have been impracticable because of his} “CE! 
poor general concition. the « 
Case Reports . . It is possible that the acute ulcer may sometimes be the} T? 
The following cases are illustrative of these acute ulcers result of and not the cause of the bleeding, which haj 24st 
. occurred as a diapedesis from the stomach mucosa or from} 4PP!' 
Group I intramucosal haemorrhages. Ulcers have twice been seeaj ° 
) to develop from intramucosal haemorrhages, and this) histo 
Male aged 58. No dyspepsia. occurred in the following case: mitte 
haematemesis and melaena. Haemoglobin fell to %, and he Female aged 49. Two years previously she had had gf "et 
received 540 ml. of blood. Gastroscopy vail ~. — day haematemesis without previous dyspepsia and the barium meal has s 
showed a small flat ulcer on the posteric- wall; this had com- 45 negative: No pain since. Admitted with sudden melaem§ is a 
pletely healed by the 13th day (Plate, Fig. 1). A barium er and haematemesis. She had brisk recurrent bleeding on the 
= the 24th day showed normal stomach and duodenum. first and fourth days. On the third day gastroscopy showed T 
fractional test meal revealed free acid rising to 22 units. _. multiple intramucosal haemorrhages, and on the 10th day thesey —— 
Female aged 61. For many years slight indigestion, with had all disappeared, but there was a flat acute ulcer (0.5 cm, 
tight feeling in chest after meals ; never any pain. No recent on the posterior wall lower down where there had been 
symptoms. Sudden haematemesis. Recurrent bleeding on first particularly large haemorrhage (Plate, Figs. 9 and 10). Thi dna 
and third days. Blood transfusions totalled 2,160 ml. Gastro- mucosa on the anterior wall had the appearance of bein 4-13 w 
scopy on the 11th day showed three flat ulcers—one on the atrophic. Barium meal on the 40th day showed a no ates 
lesser curve, one on the posterior wall, and one in the region stomach and duodenum. The capillary fragility platelet couni 1 week 
of the greater curve, but situated on a mid-gastric constriction pJeeding time, and clotting time were all normal on the fourtlll Not re 
ring (Plate, Fig. 2). On the 25th day the first two ulcers had / gay. A fractional test meal showed acid rising to 36 units. Th —— 
healed and the other two were much smaller ; these had healed haemoglobin fell to 38%, and she was given 1,080 ml. of blood ~ Seve 
by the 39th day, but the ring constriction persisted, and was seen eae 
radiologically as an incisura on the 3ist day. The acid curve 
rosé to 32 units. Gastritis er ‘dis 
Female aged 48. History of 30 years’ remittent dyspepsia There are many difficulties in the diagnosis of gastro§ chro, 
with epigastric pain one hour after meals. She had had four scopic gastritis (Avery Jones, 1944), and a bias against th of ac 
haematemeses, the last pers of dys- diagnosis has become greater with increasing experience 4 
pepsia began two weeks before admission and haematemesis gastroscopy. It is true to say that minor changes in th 
three days before. Gastroscopy on the second. day after h di great 
admission showed an organic hour-glass constriction with an 84Stric mucosa have been discounted. An appearand§ hoon, 
acute ulcer, just above it, and there was gross atrophy of the which with the Wolf-Schindler gastroscope would sugge Th 
mucosa. The lower sac was scen (using the Hermon Taylor mucopurulent exudate may often be demonstrated as fir these 
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Hermon Taylor instrument. Nevertheless, five patients did 
show an apparent generalized acute inflammatory reaction 
with hyperaemia, oedema, and erosions. i 2 
diagnosis from a submucosal infiltrating carcinoma is 
important, but was excluded in these cases by the follow-up. 
One case is described below. 

Male aged 53. In hospital for treatment for infected hydro- 
cele and urinary infection. Sudden haematemesis occurred. 
Lowest haemoglobin 55%. Gastroscopy on the eighth day 
Yghowed an intense erosive gastritis, particularly in the upper 

rt of the stomach. By the 15th day the erosions had nearly 
healed and there was much less mucosal swelling ; by the 29th 
day the mucosa appeared normal. A barium meal showed no 
abnormality. At no time did he have any abdominal dis- 
comfort or pain. 

In two cases of acute ulcer the gross irregularity of 
mammillation with patchy atrophy suggested a diffuse 
chronic gastritis. A number showed some degree of 
atrophy, but the appearance did not suggest a previous 
inflammatory reaction. 

These gastroscopic studies on the cases which do not 
reveal any radiological evidence of ulceration have clearly 


shown that acute rapidly healing ulcers are a common cause » 


of haemorrhage and that acute gastritis is rare. As many 
of the patients have had precisely similar bouts of epigastric 
pain lasting from a few days to three weeks, but without 
haemorrhage, it is reasonable to assume that these episodes 
have been due to a previous similar acute ulcer and that a 
negative radiograph in such patients must not be declared 
as evidence against peptic ulcer. 


Comparison of Acute and Chronic Gastric Ulcers 


In view of the much better prognosis of acute ulcers it 


is necessary to be able to distinguish them so far as is 
possible by the bedside, especially when the question of 
surgical intervention arises. The acute rapidly healing 
ulcers in Group I, together with the two fatal cases of acute 
ulcer, have been contrasted with forty consecutive cases in 
the chronic gastric ulcer group. 

The ratio of males to females was 3.5:1 for chronic 
gastric ulcer and 1:1 for acute ulcer. There was no 
appreciable difference in age distribution or in the length 
of history of dyspepsia.. The acute ulcer cases did not give 
histories of protracted spells of pain, but gave short inter- 
mittent attacks lasting a few days to three weeks. The 
recent pain, if present, is never severe with acute ulcers and 
has seldom lasted more than two weeks. Absence of pain 
is a common history (Table XVIII). Recurrence of bleed- 


TaBLe XVIII.—Period of Recent Pain before Haemorrhage 


Chronic Acute 
Gastric Ulcer (40) | Gastric Ulcer (40) 
312 months .. 2 
4-13 weeks 10 1 
2-4 il 4 / 
1-2 ,, 9 12 
1 4 7 
None .. 4 14 
Not recorded 
Character of recent pain: 
Severe pain .. 14 0 
\ 


‘Bing after admission is just as common with acute as with 
chronic ulcer. 

$ Of achronic ulcer (Table XIX). Bleeding may be extremely 
"3 severe from the acute ulcers, but the average severity is 
“| greater with chronic ulcer, judging by the fall in the 


Recurrence after the third day is in favour 


haemoglobin and the amount of blood transfused. 


The same aetiological factors seemed to be at play in 
these acute ulcer patients as in those with chronic lesions. 


The differential. 


Many had had excessive fatigue, anxiety, sustained resent- 


ment, or frustration. In a few an acute. emotional upset 
had precipitated the bleeding. The general impression left 
was that these acute ulcers were essentially due to the same 
factors as chronic ulcer, but as they occurred in people 


TaBLE XIX.—Recurrence of Bleeding after Admission to Hospital 


Chronic Acute 
Gastric Ulcer (40) | Gastric Ulcer (40) 
Tot of brisk recutrent blsediags 0 
‘otal No. recurrent 
"Days of first recurrence: 
y 2 5 
3rd 1 & 
4th 2 — 
Sth 1 , 
Later 3 


with a low or absent acid secretion the ulcer developed in 
a medium favourable for healing and therefore resolved 
quickly. 

Management 

Early reassurance of the patient. is essential and lessens 
the anxiety which may reflect itself adversely on the stomach. 
Sedation with morphine or sodium phenobarbitone should 
be used only to reinforce mental calmness, and heavy seda- 
tion must be avoided. The patient should be made com- 
fortable, with sufficient pillows to suit his personal wishes. 
A detailed history should be taken as soon as possible. A 
severely ill patient must not be considered an excuse for 
delaying this essential step. It is necessary to interview 
relatives at once, as essential points can often be elicited. 
In hospital practice there is a tendency to. focus attention 
entirely on the patient ; but relatives also need reassurance, 
and the opportunity to enrol them for the blood bank must 
not be missed. 

Having obtained a full history, it is essential to decide 
whether operation should be considered if the patient bleeds 
again. The nursing staff should keep an hourly pulse chart, 
and blood-pressure readings should be recorded when the 
patient is seen by the medical staff. In addition 5 ml. of 
blood should be obtained for initial haemoglobin, blood 
urea, and blood-grouping tests, including Rh-screening, and 
plasma for direct testing of blood if transfusion becomes 
necessary. Caution must be exercised in interpreting the 
initial haemoglobin, as haemodilution may not have been 
_complete. 

The patient should be allowed a semi-solid purée diet with 
two-hourly feeds or 7-0z. (200-ml.) milk feeds if preferred. 


The great majority enjoy a soft diet from the onset. Thirst | 


may be entirely prevented by allowing as much one-third 
normal saline, flavoured with fruit juice, as desired, and this 
should be readily available at the bedside for the first three 
days. Antacids are not essential, but nevertheless it is 
reasonable to diminish proteolytic activity in the stomach, 
and aluminium hydroxide may depress acidity and also 
peptic activity—1/2 oz. (14 g.) (6% emulsion) two-hourly 
by day and a double dose at 10 p.m. The bowels are 
usually -costive for several days, and no steps other than 
reassurance afe necessary for at least four days, when a 
simple enema may be given. , ‘ 
For severely ill patients there are certain procedures 
which may be of value. In cases with a long history of 
duodenal ulcer a continuous milk drip with 6 pints 
(3.4 litres) daily may be of value initially, or, alternatively, 
2 pints (1.1 litres) may be given by drip during the night. 
In very ill patients in whom the vomiting reflex is decreased 
and the stomach is very distended with blood the emptying 
of it with an oesophageal tube and a Senoran’s evacuator 
may much improve the general condition. ‘3 
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Cellular respiratory processes may be greatly depressed 
by anoxia and irreversible changes sometimes develop. 
Efficient oxygen therapy and the administration of vitamins 
B and C may be of some value and are recommended—for 
example, ascorbic acid, 500 mg. ; aneurin, 25 mg. ; nicotinic 
acid amide, 200 mg. ; riboflavine, 10 mg. daily. These may 
be given intramuscularly or in a saline transfusion. 

Apart from its use in gravely ill patients, ascorbic acid 
is a valuable routine therapy, as the patients may have had 
a deficient intake, which impairs the healing reaction of their 


tissues. The dosage recommended is 200 mg. for five days, 


and then 50 mg. daily. Other medication will usually include 
“ fersolate,” 3 gr. (0.2 g.) thrice daily, or iron and ammo- 


nium citrate, 30 gr. (2 g.) thrice daily, when the stools have - 


become light in colour again. Sedatives—for example, 
phenobarbitone, 1/2-1 gr. (32-65 mg.) two or three times a 
day—are usually advisable for patients with probable 
duodenal ulceration. 

Conclusions 


The general observations which may be drawn from this 
study are fourfold. First, the potentialities of municipal 
hospitals as a source of large-scale clinical investigations 
are demonstrated. Secondly, the number of cases reflects 
the magnitude of the morbidity from peptic ulcer in the 
general population. Survey studies in industry and trans- 
port by my colleague Dr. R. Doll show that 5—-7% of these 
working-men have, or have had, peptic ulcer. A morbidity 
of this degree from a recurring disease certainly demands 
further research into its causation and improved facilities 
for its treatment. Thirdly, there are considerable advan- 
tages in concentrating the gastro-enterological emergencies 
into special wards. The senior nursing staff become par- 
ticularly expert in treating them, and an especially interested 
physician has the opportunity of rapidly acquiring a wide 
experience of the particular medical problems. Cases of 
acute perforation are also admitted to these wards and 
post-operative care is undertaken there after elective 


surgery. A complete perspective of peptic ulcer is therefore 


obtained. 

Fourthly, the conclusions concerning nectmsiianile and 
melaena are: (1) there are fallacies in many of the past 
statistics on bleeding and peptic ulcer ; (2) there is still an 
appreciable mortality (8%) among cases admitted to a 
municipal hospital ; (3) associated complications, giant 
ulcers, and old age are important factors contributing to 


death ; (4) it is important to consider prognosis in relation. 


to type of lesion and age of patient (the prognosis in different 
age groups in this series of 687 patients may be ascertained 
from the tables) ; (5) the incidence of brisk recurrent bleed- 
ing after admission, and also the mortality, have fallen since 
the introduction of early feeding and drip blood trans- 
fusion ; (6) there is scope for emergency partial gastrectomy 
in the management of haematemesis and melaena ; (7) acute 
gastric ulcer is an important cause of bleeding and can be 
demonstrated in 60% of the patients who have no x-ray 
evidence of peptic ulcer and in whom gastroscopy has been 
carried out; and (8) these acute gastric ulcers may cause 
severe and recurrent bleeding, but they carry a very low 
mortality. 

This work has not been done alone, and I wish to express my 
thanks to my assistant, Dr. H. Pollak, for the able help he has 
given me; to my medical colleagues for allowing me to treat all 
admissions for haematemesis and melaena; to my surgical colleagues 
for their excellent. co-operation; to my pathology colleague, 
Dr. Pagel; to Dr. Discombe for statistical advice; to Dr. R. Doll, 
Dr. S. Ransom, and Dr. Antia for help in the preparation of these 
lectures: to Dr. G. Graham for valuable criticism; and to Prof. 
L. J. Witts for the initial stimulus which he gave me in this 
problem. I should also point out that these two articles have been 
presented in an abridged form. Full details about the surgical cases 
will be published elsewhere. 
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Fic. 1.—Small acute ulcer, healed five 
days later. 


Fic. 2.—Acute ulcer on a mid-gastric 
_ constriction ring. 


FiG. 4.—Same ulcer as Fig.3, healed 
after two weeks. 


Fic. 5.—Subacute ulcer. 


Fic. 6.—Same ulcer as Fig.5, almost 
healed after two weeks. 


Fic. 8.—Large ulcer, posterior wall. 
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Fic. 9.—Miultiple intramucosal 
haemorrhages. 


Fic. 10.—Haemorrhages disappeared in 
one week, leaving smal! acute ulcer. 


CASE OF PINEAL CYST: 
SIMON SEVITT AND J. SCHORSTEIN 


Fic. 1,—Thin glial layer éxternally (A), middle 
epithelial layer of pineal parenchyma (B), and 
internal pigment-containing gliotic layer (C). 


Fic. 2.—Hi 
epithelial ce 


— view of B, showing 
Is and one corpus arenaceum. 
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TUBERCULOSIS OF THE GREAT TROCHANTER: 
BARRY MCMURRAY 


Fic. 1.—Erosion of great trochanter following tubercu- 
losis of the bursa with secondary infection. Typical 
peripheral erosion with some sclerosis. 


Fic. 2.—Long-standing tuberculous erosion: sclerosis and 
new bone formationdue to secondary infection. 


Fic. 3.—Tuberculosis of great trochanter arising in the bone. 


MILIARY APPEARANCES IN LUNG ITRAI 
STENOSIS—HAEMOSIDEROSIS: T. ly: 


I 
ti 


Extensive 
destruction of centre of trochanter but no involvement of soft tissues. 


Fic. 3.—Infraclavicular area magnified. 


EL 
Fic. 2.—Radiograph ten years before Fig. 1. 
Fic 
4 
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AL DEFECT OF LEFT DIAPHRAGM WITH VOLVULUS OF STOMACH AND TRANSPOSITION OF 
CONGENIT: VISCERA: E. OWEN-LLOYD AND DEINIOL ROBERTS 


Lateral radiograph 
meal, show- 


intestine in 
(Sept. 17, 1946.) 
Fic. 2.—Small intestine a: 
leading into thorax appears 
taut. Considerable in- | 
crease in size of stomach. 
(Feb. 26, 1947.) 
Fic. 3.—Note size of liver and position of greater curvature. _ Fic. 4.—Opening in diaphragm from below. 
ACUTE INTERSTITIAL POLYMYOSITIS TREATED WITH PENICILLIN: I. FRIEDMANN AND F. POR 
Fic..1.—Section of sternomastoid before penicillin therapy, Fic. 2.—Same muscle fourteen days after treatment. Note he ges 


showing extensive inflammatory changes (x 160). disappearance of inflammation. .. 
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RHEUMATOID ARTHRITIS AND AMYLOID DISEASE: W. YEOMAN AND J. V. WILSON 


Fic. 1.—Kidney. Showing degenerative changes in glomeruli, Fic. 2.—Liver. Amyloid spreading in from periphery. of 
tubules, and interstitial tissue. lobule. Liver cells show degenerative changes, 


= 


Fic. 4.—Suprarenal cortex. Showing amyloid infiltrati 
some cellular degeneration. 


on and 


AMYOPLASIA CONGENITA ASSOCIATED WITH HYPEROSTOSIS FRONTALIS INTERNA: R. N. HERSON 


Fic. 2.—Lateral radiograph of skull showing hyperostosis on internai 
surface of frontal bone and calcification of base of pituitary fossa. 


Fic. 1.—The patient at the age of 61. frontal sinuses are large and the mastoids over-pneumatized. 
4 


| 
‘ pighian corpuscle showing 
Fic. 3.—Spleen. infiltration. 
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RHEUMATOID ARTHRITIS AND 
AMYLOID DISEASE 


REPORT OF A CASE 
BY 


W. YEQMAN, M.D. 
Honorary Physician, Royal Bath Hospital, Harrogate 


AND 


J. V.- WILSON, M.D., M.R.C.P. 
Pathologist to Harrogate General Hospital and to 
Royal Bath Hospital, Harrogate 


[WiTH PHOTOGRAVURE PLATE] 


The occurrence of amyloid disease as a complication of 
chronic sepsis is well known. It can also occur as a 
primary systemic disease process. As a complication of 
rheumatoid arthritis it is still rare enough to warrant the 
publication of the following case, especially as the majority 
of cases published in England where amyloidosis has been 
associated with rheumatism have been in children with 
Still’s disease. 

As Trasoff et al. (1944) have reviewed the literature no 
attempt will be made to do so here. Suffice it to say that 
the first mention of the association of these two conditions 
was in 1903, when almost simultaneously Whitman and 
Spitzy each reported a case where arthritis was complicated 
by amyloidosis. The next case to be reported was by 
Carroll and Nelson (1927). Since then just over thirty 
cases have appeared in the literature. 


Clinical History 

The patient was a female, unmarried, aged 28, and weighed 
7st. 12 Ib. (50 kg.). She was admitted to the Royal Bath Hospital 
for the first time on June 27, 1946. She had no unusual illness 
as a child, and there was no history of “ growing pains.” There 
was no family history of rheumatism. She left school at the 
age of 16 and worked in an office until she was 22, when in 
March, 1940, her knees began to swell, and she was treated with 
rest in bed, first at home for two months and then in hospital 
for six months. In January, 1941, she had an attack of acute 
appendicitis and her appendix was removed. In November, 
1941, her left hip became painful and she was given injections 
of gold, about fifteen in all, and her knees and legs were put 
in plaster. 

In 1943 the patient had a severe attack of “enteritis.” No 
details of this illness are available, but she seems to have had 
attacks of diarrhoea and to have been confined to bed for some 
weeks. After recovering from this she was reasonably well, 

- apart from the rheumatic condition, until April, 1945, when 
4she had a severe uterine haemorrhage. She stated that she was 
given an anaesthetic and taken to the operating theatre and 
afterwards had a transfusion of 3 pints (1.7 litres) of blood. 
It would thus appear to have been of considerable gravity. The 
uterus was not removed. After this her periods were very 
irregular, and in fact ceased altogether for several months. She 
had a slight menstrual loss just before admission to the Royal 
Bath Hospital. 
| At this time she was not emaciated. She had a peculiar. 
Neucodermic pigmentation over the face and was obviously very 
anaemic. The joints of her arms and legs were affected with 
theumatoid arthritis and showed typical deformities: Her hips 
were fixed in full extension and there was a considerable 
amount of fluid present in both knee-joints. She was able only 
to stand or walk with difficulty and generally needed some assis- 
tance. 

On clinical examination no oedema was found and no evi- 
dence of jaundice. Her heart was enlarged to the left, her apex 
beat being 5 inches (12.5 cm.) from the midsternal line. There 
were no valvular murmurs and her blood pressure was not 
taised. The lungs were normal. There was no tenderness over 


the abdomen. The liver and spleen were both just palpable. 
No other abnormalities were discovered clinically. It was then 
obvious that the most important finding was the anaemia, which 
was out of all proportion to that usually associated with rheu- 
matoid arthritis. This, together with the enlarged liver and 
spleen and history of haemorrhage, attracted our attention 
rather than the joint condition, which appeared to be reasonably 
quiescent. 

Examination of her blood on admission gave the following 
results: haemoglobin, 20% ; red blood cells, 1,700,000 per 
c.mm. ; packed cell volume, 12% ; white blood cells, 9,500 per 
c.mm.; polymorphs 70%, eosinophils 7%, small lymphocytes 
19%, large lymphocytes 4%. The red blood cells showed slight 
poikilocytosis and anisocytosis, but there were no immature 
red cells present. The reticulocyte count was 1.5%. The 
erythrocyte sedimentation rate was 40% (Spa Hospital method ; 
normal, 0-15%) on admission and remained high throughout 
her stay in hospital. The red cell fragility was within normal 
limits, and there was no evidence of haemolysis. The platelets 
were low, being only 104,000 per c.mm. The bleeding time 
(Duke’s method) was three minutes, and the coagulation time 
(Lee and White’s method) four and a half minutes. The capil- 
lary resistance test of Hess was negative. Other investigations 
included the serum colloidal gold liver function test, which was 
strongly positive. The urine contained only traces of albumin 
and a few casts. 

At this time something in the nature of a splenic anaemia 
(so called) or an atypical thrombocytopenia was suggested as a 
provisional diagnosis. She was given a blood transfusion, large 
doses of iron, and faradic stimulation to the quadriceps group 
of muscles and light massage to retain the joint movements 
which were present. She improved slightly, but on July 15 
began to complain of nausea and epigastric pain, and passed 
dark-coloured stools. Examination revealed the presence of 
red blood cells in the faeces, and the occult blood test was 


strongly positive. A fractional test meal investigation was. 
carried out. No charcoal was found in the resting juice, which, 


measured 30 ml. Both the free and combined acid curves, were 
high. There was no bile present in any specimen apart from the 
fasting juice. A barium meal examination was carried out, and 
the report from the radiologist (Dr. Hitchcock) was as follows : 
“ Oesophagus normal. Stomach and duodenum—a large gastric 
residue 7 hours after food. If patient had had no food or drink 
since taking the meal (I am not sure on this point) it is patho- 
logical and due to partial pyloric stenosis. The duodenal bulb 
is well formed. No colon stasis.” A skiagram of the chest 
taken at the same time showed slight generalized fibrosis of both 
lung fields. 

On July 29 the blood count had again fallen, the figures 
being: haemoglobin, 47% ; red blood cells, 2,700,000 per c.mm. 
Blood transfusion was again indicated. The patient improved 


slightly after this, but on Aug. 1 she became much worse. She _ 


began to vomit small quantities of blood and dark-stained food 
material almost continuously, and a few days later profuse 
bleeding from the gums started. The patient was kept alive by 
blood transfusions ; large doses of vitamins C and K were given 
and the gums were painted with snake venom. Vitamin C was 
given in excess because an ascorbic acid estimation of the blood 
showed a very low figure. The diagnosis was still much in 
doubt, and on account of the possibility of the case being one 
of acute essential thrombocytopenic purpura she was seen by a 
surgeon (Mr. T. V. Pearce) and transferred to the Harrogate 
General Hospital for a possible splenectomy. 

On admission she was still bleeding :profusely from the gums 
and appeared weak and collapsed. A blood urea estimation 
showed 96 mg. per 100 ml. of blood. There was, however, no 
clinical evidence of renal failure, breathing was normal, and 
there was no diminution of consciousness. Unfortunately the 
plasma proteins were not estimated, and since amyloid disease 
was not suspected the congo-red test was not performed. Con- 
tinuous intravenous blood transfusions were given, but the 
patient died a few hours later. 


Post-mortem Findings 


Necropsy was performed six hours after death. The body 
was not emaciated and there was no oedema or jaundice. There 
was an old abdominal scar in the right iliac fossa. The gums 
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were oedematous and there was some ulceration. The tongue 
was normal. The tonsils were not enlarged, but were slightly 
inflamed though not grossly septic. The thyroid was of normal 
size, and section showed the structure to be homogeneous and 
of normal appearance. The oesophagus contained blood-clots, 
but the walls ‘were not thickened and no ulcers were present. 
There was no evidence of enlarged blood vessels around its 
cardiac end. A large blood-clot was found in the larynx, but 
neither this organ nor the trachea was inflamed. The bronchi 
were also filled with blood. The lungs were congested, especi- 
ally at the bases, and blood was present in the smaller 
bronchioles ; there were some ateas of patchy consolidation 
throughout both lower lobes. The pleural spaces were free and 
there was no excess fluid in the pleural cavity. The pericardium 
was normal and contained no pericardial effusion. The heart 
was slightly enlarged and dilated; it weighed 320 g. The 
myocardium was pale but was otherwise normal. The enlarge- 
ment was due chiefly to left ventricular hypertrophy. The heart 
valves were all normal. There was some slight atheroma in 
the aorta throughout its course. The coronary arteries showed 
no gross degenerative change. _ 

There was no free fluid in the peritoneal cavity and no evi- 
dence of inflammation. The stomach was distended with blood. 
The gastric mucosa was rather’ atrophic but there was no 
evidence of definite ulceration ; there were, however, small pin- 
point areas of haemorrhage scattered over the mucosa. The 
intestines were filled with dark faecal matter but contained no 
fresh blood. The bowel wall was of normal thickness and there 
was gross evidence of disease. 

The liver was enlarged and weighed 1,920 g. It was pale 
and was definitely waxy. There were no glands at the hilum 
and no evidence of portal obstruction. The spleen was of 
normal size and weight; it was also rather pale but was not 
really waxy. In the cut surface the Malpighian corpuscles were 
rather prominent. The kidneys were contracted (weight, 110 g. 


each) ; the capsule was adherent and the surface very granular. 
..On section the cortex was also seen to be contracted. The 


vessels were prominent and the pelvic fat was increased. The 
suprarenals were of normal size and shape. 

The uterus was small and the endometrium appeared to be 
atrophic. The ovaries were of normal size and structure and 
the Fallopian tubes were normal. The bladder was distended 
but the walls appeared normal. There was no evidence of 
cystitis. The pelvic vessels were normal. 

Macroscopically the brain was normal. The cerebrospinal 
fluid was clear. The vessels at the base of the brain were not 
thickened or atheromatous. The meninges were normal. 

The significant findings, then, at necropsy were the con- 
tracted granular kidneys, the left ventricular hypertrophy, the 
enlarged liver, and evidence of intestinal haemorrhage. When 
tested with iodine for amyloid degeneration the kidney, liver, 


’ and spleen gave a positive reaction. 


Histological Report.—The tissues were fixed in a solution of 
formaldehyde (10% concentration) and in Zenker’s fluid. The 
stains used were haematoxylin and eosin, congo red (method of 
Bernhold), and methyl violet. Turnbull's stain for iron was also 
employed for certain organs. The muscles of the tongue were 
separated by oedematous fluid and there were small areas of 
haemorrhage. ‘The epithelium was regular. There was no 
amyloid present. The mucous membrane of the gums was 
ulcerated. There was an infiltration chiefly of round cells, but 
no evidence of an acute ulcerative process. The oesophagus 
was normal. The gastric.mucosa was extremely congested. The 
mucous membrane was destroyed in places, but there was no 
inflammatory exudate. The process appeared to be a simple 
necrosis rather than infective ulceration. There were also small 
areas of mucous membrane erosion scattered along the small 
intestine, but again no definite ulceration. The mucous mem- 
brane. of the large intestine was normal. There were no amyl- 
oid deposits anywhere along the course of the alimentary tract, 
except for some slight deposits in a few of the blood vessels in 
the pyloric region. 

The heart muscle showed fatty degeneration, but there was no 
amyloid degeneration. The aorta was the seat of early athero- 
matous degeneration, and the coronary arteries showed slight 
atheroma. 


The kidneys (Plate, Fig. 1) showed marked amyloid degenera 
tion. The afferent arterioles were universally affected Their 
walls were thickened and their lumina narrowed. The car ilar; 
of many glomeruli were more or less converted into a h 
geneous bloodless mass of thickened and often obliterated ¢q 
laries. The glomerular tufts were swollen, at times complet y 
filling Bowman’s capsule. The iriterlobular arterioles were ie 
involved, as were some of the glomerular arterioles. The tubules 
showed advanced degeneration, and most of them contained 
fatty and hyaline casts. ‘The interstitial tissue was atrophic and 
infiltrated with round cells. 

In the liver (Plate, Fig. 2) the hepatic arterioles were thickened 
and the walls contained a heavy deposit of amyloid. Ags seen 
in the photomicrograph, the deposit of amyloid had spreag in 
from the periphery of the lobule along the hepatic sinuses In 
places the liver cells had completely atrophied and were re- 
placed by amyloid deposit. In the centre of the lobule the cells. 
showed fatty degeneration. 

The spleen (Plate, Fig. 3) showed a patchy type of amyloid 
degeneration. The sinuses and pulp had to some extent escaped 
and the deposit of amyloid was chiefly confined to the 
Malpighian bodies. The reticular fibres of the Malpighian 
corpuscles had become thickened and filled with amyloid 
deposit, so much so that in many corpuscles the lymphocytes 
had disappeared and nothing remained but a solid mass of 
amyloid. In many cases the central arteriole was affected. The 
suprarenal (Plate, Fig. 4) also contained amyloid deposit, the 
vessels of the cortex being affected. In places the amyloid had 
infiltrated into the tissues, causing degeneration of cortical cells 
In the pancreas the amyloid was confined to the vessels ; the 
normal structure of the pancreas was maintained throughout 
The histological structure of the brain was normal, and there 
was no amyloid to be detected in its vessels. 

The joints of the limbs were the seat of typical advanced 
rheumatoid arthritis. The bone marrow was active and showed 
normal normoblastic proliferation, though this was not as pro- 
nounced as the degree of anaemia would warrant. 


Discussion 


Our knowledge of the aetiology of amyloid disease stil} 
remains incomplete. Its association with chronic infection 
is well known, but the exact causative factor is ill under- 
stood. The fact that it occurs in multiple myeloma gives 
us a clue as to what this factor may be, as in myeloma we 
get an increase in the plasma globulins. Such a disturbance 
may account for the deposit of amyloid material in other 
diseases. Reimann and Eklund (1935) suggest that amyloid 
disease may follow long periods of hyperglobulinaemia, 
and have’ produced experimental results to support this 
idea. These workers also report a case which suggests that 


- amyloidosis may follow prolonged vaccine therapy. Since 


our case was not diagnosed clinically no study of the plasma 
proteins has been made, but there is no history of vaccine 
therapy. There was nothing in the clinical history of the 
arthritis or in its morbid anatomy to give an aetiological 
clue in this case. 

Various classifications of amyloid disease have been 
adopted. Many writers speak of two groups of cases— 
atypical and typical amyloidosis. The so-called typical 
amyloidosis occurs after prolonged suppuration or follow- 
ing such chronic diseases as syphilis and Hodgkin’s disease. 


The organs chiefly affected are the liver, spleen, kidney, 


and possibly the intestinal tract. In atypical amyloid dis- 
ease there is no recognizable cause and the tissues affected 
are different. There may be a localized tumour in the tongue, 
nose, lung, skin, or heart, or a generalized involvement 
may occur, the mesodermal tissues, such as the intestinal 
tract or the heart, being affected. Reimann et al. (1935) 
suggested the following classification: (1) primary amyl- 
oidosis ; (2) secondary amyloidosis ; (3) tumour-forming 
amyloidosis ; and (4) amyloidosis associated with multiple 
myeloma, Tumour-forming amyloidosis really belongs to 
the primary group. 
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The association of amyloid disease with multiple myeloma 
has been stressed by Magnus-Levy (1933). In the cases he 
described the amyloid either was localized or had affected 
the tissues characteristically involved in atypical amyl- 
gidosis. It is better, then, to speak of two types—primary 
or atypical, and secondary or typical. Indeed, the simple 
terms “ primary ” and “secondary” seem better. Primary 
amyloidosis occurs without any known cause, with the 
apparent exception of multiple myeloma, affects meso- 
dermal tissue, and may be localized, forming a tumour, 
or generalized. It is possible that the deposit is not really 
true amyloid. Secondary amyloidosis follows certain well: 
known chronic diseases, and affects the abdominal organs, 
such as liver, spleen, and kidneys ; true amyloid is present. 
Our case belongs to this secondary group, following as it 
does the chronic disease of rheumatoid arthritis. 

The clinical findings in this case conform in general to 
those of the other reported cases. The history of enteritis 
at the age of 25 is interesting, as attacks of diarrhoea are 
common in these cases. The poor general condition with 
marked loss of weight is to be noted. The anaemia is also 
to be expected, but the tendency to haemorrhage is in some 
ways unusual. In most of the cases reported where 
haemorrhage has taken place the bleeding has been from 
organs affected by the amyloid process. Haematemesis, 
for instance, has occurred in systemic amyloidosis of the 
alimentary tract. In this case bleeding started sixteen 
months before death and took’ the form of a severe 
menorrhagia. When in hospital haematemesis occurred, 
ending in a terminal severe bleeding from the gums. None 
of the organs concerned had amyloid deposits. The liver 
and spleen were clinically enlarged. At necropsy the spleen 
had contracted and its weight was within normal limits. 
The liver, however, was definitely waxy and slightly 
enlarged. Albuminuria is generally regarded as a definite 
sign of amyloid disease of the kidneys but is not always 
present. In our case it appeared to be intermittent. This is 
very surprising in view of the state of the kidneys and the 
raised blood urea. 

Summary 

A case of amyloid disease complicating rheumatoid arthritis 
is reported in a female aged 28. 

Several unusual clinical and pathological features of the case 
are noted. 

The post-mortem findings are detailed, and a full report of the 
histological examination, with illustrations, is given. 

The aetiology of amyloid disease is discussed, and a simple 
classification into “ primary ” and “ secondary ” is suggested. 

We are indebted to Mr. T. C. Dodds, F.R.P.S., F.I.B.P., for the 
illustrations. 
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A usefui guide to current French medical literature is published 
by Editions Cartier, 13, rue Puits-Gaillot, Lyon, in the form of a 
journal entitled Diagnostics et Traitements. Each number contains 
brief abstracts in French of articles arranged in alphabetical order 
according to subject. For example, a current number contains 
abstracts on subjects from “F” to “H,” beginning with “ fer- 
ments ” and ending with “ hysteria.” Presumably the entire alphabet 
is covered in a year. The majority of articles are from French 
sources, though foreign literature receives some attention. Some 
original and review articles are also scattered through the text. Two 
special journals are also published by Editions Cartier, Revue de 
Diététique (monthly) and Archives de Rhumatologie (quarterly). In 
these greater emphasis is laid on publication of original articles; 
although abstracts of current literature are included. 


CONGENITAL DEFECT OF LEFT 
DIAPHRAGM WITH VOLVULUS OF 
STOMACH AND TRANSPOSITION OF 

 VISCERA 
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Surgeon 
AND 


DEINIOL ROBERTS, M.B., D.M.R.E. 
Medical Superintendent and Radiologist 


Cardiganshire General Hospital, Aberystwyth 
[WITH PHOTOGRAVURE PLATE] 


Whilst the various abnormalities which may cause the 
abdominal organs to be placed in the thoracic cavity have 
been described by many observers, much confusion exists 
on the subject, the different types of anomaly being so 
mixed that a careful study of the reported cases often leaves 
one in doubt as to which one the author is describing. The 
clearest classification of the various diaphragmatic abnor- 
malities is that given in several articles by LeWald (1924, 
1927, 1928). There are true congenital diaphragmatic 
hernia in which developmental defect of varying size occurs 
and the hernia is contained within a sac; false diaphrag- 
matic hernia, either congenital or traumatic, in which 
no sac is present ; eventration of the diaphragm, in which an 
attenuated half of the diaphragm is arched so high that the 
abdominal organs are in close proximity to the heart ; 
congenital absence of half of the diaphragm ; and the rare 
condition of thoracic stomach, which, according to Bailey 
(1919), is a term used to indicate the presence of the 
stomach in the chest cavity without evidence of any abnor- 
mal opening in the diaphragm. The shortened oesophagus 
opens into a stomach placed above the diaphragm, and the 
pylorus or duodenum passes through the oesophageal 
opening in the diaphragm. 

The case described below is of particular interest by 
reason of (1) the difficulty in establishing by radiology the 
exact size and nature of the congenital defect, and whether 
the condition was amenable to surgical intervention ; and 
(2) a sudden and inexplicable volvulus of stomach together 
with equally sudden transposition of viscera—resulting in 
death, which occurred while the case was under review— 
whereby the herniated small and large intestines underwent 
spontaneous reduction into the abdominal cavity, and the 
dilated stomach, which had previously been normally placed 
in the abdominal cavity, became transposed into the thorax. 


Case Report 


The patient, a male infant aged 8 weeks, was admitted to the 
Cardiganshire General Hospital, Aberystwyth, on Sept. 4, 1946, 
stated to be suffering from congenital pyloric stenosis. There 
was a history of normal delivery, the weight at birth being 
63 Ib. (3.06 kg.). This was the mother’s second pregnancy, and 
a sister aged 2 years was healthy and free from known con- 
genital defects. The mother had noticed that the breathing was 
very difficult from birth. There were frequent attacks of 
cyanosis with aggravation of dyspnoea, which appeared to be 
worse after feeding. The baby was bottle-fed, and vomiting 
was an early symptom. Sometimes the vomit occurred 
immediately after the feed; at other times it was delayed and 
projectile. Invariably the act of vomiting relieved the cyanosis 
and dyspnoea. The mother had found that nursing usually 


aggravated the dyspnoea, and that the most comfortable position 
appeared to be lying down. On admission the baby’s weight 
was 7 Ib. 12 oz. (3.5 kg.); its colour was normal ; the respiration 
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rate was 72, pulse rate 150-160, and temperature 101° F. 
(38.3° C.). There was a suggestion of asymmetry of the chest 
wall, with the left side possibly a little more prominent than the 
right. There was a dull tympanitic note to percussion over the 
whole of the left chest back and front, with absent breath 
sounds and occasional harsh grating sounds, together with 
numerous gurgling sounds somewhat similar to but not identical 
with those of intestinal peristalsis. The maximum intensity of 
the heart sounds was in the nipple line of the right thorax. The 
day after admission he was referred for radiography of chest. 

An A.P. film of the chest showed a marked displacement of 
the heart to the right side. The whole of the left side of the 
thorax showed loculated radiolucent shadowing and there was a 
complete absence of any normal lung pattern. The medial half 
of the left dome of the diaphragm appeared normal in position, 
but the outline of the lateral half could not be defined. The air 
bubble in the cardiac end of the stomach was seen below the 
diaphragm and showed a normal rounded outline. The 
appearances were suggestive of a cystic lung condition or the 
presence of bowel in the thorax. Later the baby was given a 
barium meal of about 3 oz. (85 g.). The oesophagus was dis- 
placed to the right, but appeared to open into the cardiac end 
of the stomach in the normal position. The stomach was large 
but showed good contraction, and was empty in about four 
hours. The duodenum led direct into the thoracic cavity at a 
point just lateral to the centre of the left dome, and it appeared 
to be taut. The left side of the thorax was later seen to contain 
all the remaining bowel except part of the descending colon 
leading down to a normally situated rectum (Plate, Fig. 1). 
The whole of the meal was in the large bowel at 24 hours and 
almost completely evacuated at 48 hours. On screening, the 
right dome of the diaphragm moved normally. The diaphrag- 
matic movement on the left side, as outlined by the barium- 
filled bowel and upper margin of liver, was limited but was not 
paradoxical. 

The patient was given small feeds of humanized milk, and 
with careful nursing but without the adoption of any special 
measures his condition gradually improved, and within four 
weeks of admission he was taking 5-oz. (140-g.) feeds three- 
hourly. There was occasional slight vomiting and the post- 
prandial dyspnoea remained a marked feature, but he continued 
to thrive. An attempt was made to keep him at an angle of 
45 degrees, but it was noticeable that this aggravated his distress 
and that the most comfortable position was the recumbent one. 

On Feb. 23, 1947, at the age of 7 months, he was taking 8-oz. 
(225-g.) feeds three-hourly, alternating with groats, custards, etc., 
and his weight was 14 Ib. (6.35 kg.). He was an extremely con- 
tented infant provided he had his feeds regularly, and he raised 
no objection to repeated x-ray examinations. A detailed 
examination of his condition on this date revealed the follow- 
ing: The cardiac rate was about 150 a minute, with maximum 
intensity in the right nipple line ; the respiration rate 62. There 
was marked asymmetry of the chest, the left side being more 
prominent. The circumference of the right half of the thorax 
was 8+ in. (20.6 cm.) and of the left half 8¢ in. (21.9 cm.). There 
was an exaggerated inspiratory divergence of the left costal 
margin from the median line in the epigastrium, with conse- 
quent greater widening of the left than the right side of the 
subcostal angle, and there was inspiratory retraction of the 
epigastrium. Breath sounds were absent over the whole of the 
left chest, and there was an abundance of gurgling sounds. 
Breath sounds appeared to be normal on the right side. The 
measurement of the abdomen was 144 in. (36.18 cm.), and its 
contour appeared normal; the liver dullness extended down- 
wards for two fingerbreadths below the right costal margin. For 
the week commencing Feb. 23 he had a bout of diarrhoea. He 
refused to take his full feeds, and vomiting, non-projectile in 
nature, occurred more frequently. On Feb. 26 he was given 
another barium meal. This showed a considerable increase in 
the size of the stomach but otherwise no change. The position 
of the smal! and large intestine had remained constant over a 
period of five months (Plate, Fig. 2). He continued to be re- 
luctant to take his full feeds, there was occasional vomiting, and 
he lost a little weight. On March 7, in conjunction with the 
other infants in the ward, he developed rubella, and was trans- 
ferred to the Isolation Hospital. We were informed that his 
condition there did not give rise to anxiety until March 11, when 


he was very fretful and reluctant to take his feeds, Afte 
4-oz. (114-g.) feed at 10 p.m. he appeared to be in definite es 
Nursing and rubbing his back seemed to comfort him, bee wit 
an increasing respiration rate he died at 3 a.m. on March 12 


Post-mortem Findings 


We are indebted to Dr. M. V. N. Sudds for the necr, 
report : 

“ The whole of the small and the large bowel was Situated jn 
the abdominal cavity together with the spleen and the liver 
which was greatly enlarged. The right kidney was congested. 
The duodenum was in its normal situation. An enormously 
distended stomach occupied the whole of the left and encroached 
on the right thorax. There was a volvulus of the stomach 
the pyloric end having rotated a half circle, so that the stomach 
was inverted, with its posterior surface facing forwards and its 
greater curvature lying underneath the first rib, and with its 
fundus resting on the thoracic aspect of what was present of 
the left diaphragm (Plate, Fig. 3). The oesophageal Opening in 
the diaphragm was normally placed, but the abdominal portion 
of the oesophagus was elongated, and it curved to the left and 
upwards around the right margin of an abnormal Opening in 
the posterior half of the left diaphragm, so that the cardiac 
orifice lay within the thoracic cavity. 

“ Adjoining the abdominal portion of the oesophagus as ij 
entered the hiatus was the twisted and elongated pylotic eng 
of the stomach (Plate, Fig. 4). In the illustration the liver and 
spleen have been removed and the intestines drawn aside. The 
stomach had to be aspirated of a large portion of its contents 
before it could be reduced into the abdominal cavity. It cop. 
tained 450 ml. (16 oz.) of milky fluid in addition to an abyp 
dance of gas. Partly emptied of its contents, it measured 5} jp, 
(13.6 cm.) from fundus to greater curvature, and its greates, 
width was 43 in. (11.1 cm.). 

“The heart lay well over in the right thorax, with a smal 
strip representing the left lung compressed between th 
mediastinum and the right edge of the stomach, and with th 
right lung situated in, but by no means filling the remainde 
of, the right thorax (Plate, Fig. 3). In view of the fact that the 
weight of the left lung was only 12 g. (2/5 oz.) and that it was 
completely airless and sank in water, the size of the right lung 
was surprisingly small. From apex to base it measured 44 in, 
(11.5 cm.), its base was 3} in. (9.94 cm.), its maximum thickness 
1} in. (3.17 cm.), and its total weight 87 g. (3 oz.). There wasa 
large oval-shaped opening in the left diaphragm measuring 24 in, 
by 14 in. (5.7 by 2.85 cm.) ; it admitted six fingers, and occupied 
most of its posterior half. Its right-edge was situated about 
3/4 in. (1.9 cm.) from the oesophageal opening, and its right 
margin curved to its origin from the medial lumbo-costal arch, 
Its left margin was curved and ended as a thin strip attached 
to the inner surfaces of the ribs. The anterior half of the lef 
diaphragm appeared to be strong and well developed. The edge 
of the hiatus was lined with serous membrane so that the pert 
toneum and parietal pleura formed a continuous sheet.” 


Embryology 

The hernial opening in this 
case was the result of lack of 
closure of the pleuro-peritoneal 
hiatus of the diaphragm, and 
a better understanding of the 
nature of the defect is obtained 
from the following description 
of the development of the dia- 
phragm by Shanks (1938). 

“In the early embryo the 
pleural cavities, protrusions of 
the primitive coelom, communi- 
cate freely with the peritoneal 
cavity. The diaphragm which 
eventually separates them is 
a composite structure embryo- 
ventral half is formed from the 1, Aorta; 2, Ocsophagus 
septum transversum, a meso- 3, Medial mesentery; 4, I 
dermic partition separating the vena cava; 5, Pleurd 
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fter 8 It first lies obliquely in the neck, but gradually (a) Did the herniated intestines first undergo spontaneous 


‘Pain. | moves down and assumes a transverse disposition. It reaches 
t with | 4 final position opposite the level of the 12th rib at about 
12. the fourth week. In its descent downwards it carries with it 
its nerve supply from C.3, 4, and 5—the phrenic nerve. The 

int of entry of the latter into the adult diaphragm marks 
Topsy | the posterior limit of the portion formed from this septum, 
The posterior half of the diaphragnr is formed from three struc- 
ited inf tures: the primitive mesentery of the foregut, stretching between 
liver, } the dorsal coelomic wall behind and the septum transversum in 
ested. | front; and the pleuro-peritoneai folds, one growing inwards 
nously. | from each lateral coelomic wall to fuse with the septum trans- 
ached | yersum and the medial mesentery. The last portion to fuse is 
mach, | the postero-lateral, where for a time there persists, on each side, 
omach | the pleuro-peritoneal canal or hiatus. Failure of this hiatus to 
ind its | close accounts for a common type of hernia.” 


ent of Discussion 


subcostal Angle-—According to Lord (1927), the obser- 
10 | vations of Hoover (1913, 1919, 1920a) on the functions of 
ing jn | the diaphragm suggest that in the presence of eventration 
ardiag | important evidence may be obtained by comparison of the 
respiratory movement of the two sides of the chest. His 
; as it [clinical and experimental observations indicate that the 
ic end | diaphragm acts as an antagonist to the intercostal muscles, 
er and § which enlarge the transverse and antero-posterior diameter 
- The § of the base of the thorax and widen the subcostal angle. 
oe According to him, the extent to which the diaphragm is 
t com capable of opposing the intercostal muscles depends on its 
in, arch, and the more nearly the curve approaches a plane 
reatey § the greater its mechanical advantage. If the diaphragm is 
at a mechanical disadvantage by upward displacement or 
. smalj | if its musculature is impaired, the pull of the intercostal 
nthe — muscles is accentuated. Lord (1927) reports two cases of 
ith th — eventration of diaphragm which presented exaggerated 
aindet § inspiratory widening of the subcostal angle due to a greater 
hat the § divergence of the left costal margin, and he quotes Funk 
it wit T and Manges (1920), Korns (1921), and Reifenstein (1925) 
vt Tung as having made similar findings. Hoover (1920b) attaches 
icknes § °dUal importance to this physical sign, and he states that 
> wasg § the observation of increased movement of the costal mar- 
2 24 in, @ gin on the affected side is of service in the differentiation 
cupied § between hernia and eventration, and that in hernia the 
about #movement of the costal margin is not modified. Korns 
S right § (1921) explains the absence of this physical sign in a case 
1 arch Bof hernia on the grounds that in this condition the 
tached B diaphragm is not aplastic and in a high position, but has 
intact muscles and an approximately normal position. Their 
e pelt writings suggest that these authors regard it as being diag- 

nostic of eventration of diaphragm. The clinical findings in 
this case appear to be at variance with their views, since the 
exaggerated inspiratory divergence of the left costal margin 
was a marked feature in the case we quote, as also were 
the inspiratory retraction of the epigastrium and increase 
in circumference of the chest on the affected side. It would 
thus be reasonable to conclude that the extent to which the 
diaphragm is capable of opposing the intercostal muscles 
does not depend solely on the level and strength of its arch, 
but that the accentuated pull of: the intercostal muscles 
will produce these physical signs if the diaphragm is at a 
mechanical disadvantage by reason of impaired muscula- 
ture from any cause. ‘ 

Mode of Death.—It can be inferred that the cause of 
death was cardiac embarrassment caused by the pressure of 
the twisted, obstructed, and distended stomach. What was 
the sequence of events which led up to the fatal condition ? 
rage During his five months’ stay in hospital a series of five 
yhagus#ax-Tay examinations were carried out, and in all of them the 
Pi M relative position of the stomach and bowel had remained 
stummconstant. What was the factor which suddenly induced 
such a complete transposition of these organs ? 


reduction into the abdominal cavity and then the increased intra- 
abdominal pressure result in the stomach being forced into the 
thorax and in so doing undergo a volvulus? This would not 
appear to be likely, since in none of the films taken during this 
period was there any evidence of the slightest change in position 
of the small and large intestines within the thorax, or of the 
descent of any portion of them into the abdominal cavity. It 
would be difficult to explain why they should suddenly decide 
to migrate spontaneously on this particular day. 

(b) A more reasonable explanation would be that the partially 
emptied stomach underwent a volvulus and insinuated itself 
through the abnormal opening into the thorax, and that for a 
short time it remained in the thorax with the intestines. Then 
when the stomach, with its pyloric end obstructed, became 
more distended as the result of further feeding and fermenta- 
tion, its presence in the thorax gradually forced down the 
intestines into the abdominal cavity. 

(c) If the latter was the case, was the increase in size of the’ 
stomach that was noticeable in the last series of films of any 
significance ? And did the apparently taut first part of small 
bowel running obliquely upwards into the thorax as shown in 
Fig. 2 play any part in the causation of the volvulus ? 


Summary 


A case of hernia through the pleuro-peritoneal hiatus is 
described. 

It is shown that the clinical signs of exaggerated inspiratory 
excursion of the costal margin with consequent greater widening 
of the subcostal angle, together with inspiratory retraction of 
the epigastrium on the affected side, are not to be regarded as 
diagnostic of eventration of the diaphragm, but as evidence of 
imperfect diaphragmatic function by reason of impaired muscu- 
lature from any cause. 

An untimely death, with subsequent necropsy, revealed an 
unexpected interchange of position of the stomach and intes- 
tines, with a volvulus of the former as the cause of death. 

An attempt is made to outline the sequence of events which 
led up to this volvulus and transposition of viscera. 
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Speaking on the early diagnosis of pulmonary tuberculosis at a 
clinical meeting of the East Sussex Medico-Chirurgical Society held 
at St. Leonards-on-Sea on June 24, Dr. E. A. Wood said that he 
wanted to make a few suggestions on discovering cases while they 
were still curable—preferably before either symptoms or cavitation 
had developed. His first suggestion was to encourage routine x-ray 
examination of the apparently healthy. So also they should 
arrange for the x-ray examination (and, in young children, tuber- 
culin testing) of every household contact of a case of pulmonary 
tuberculosis. Furthermore, disease would not necessarily show itself 
on first examination; contacts must be x-rayed—not less often than 
annually—over a period of years, particularly at those times of life, 
such as the late ‘teens and early twenti¢és, when the disease seemed 
most likely to appear. Saying that in February they went into the 
surgery and found twenty or thirty patients with coughs, he suggested 
the following cases most needed x-ray examination of the chest: 
(1) All cases of haemoptysis; (2) all cases of pleurisy (dry or wet) 
not obviously due to acute pneumonia; (3) patients convalescent 
from any serious “ chest ” illness; (4) those who had had any chest 
illness not clearing up in the expected time; (5) anyone still with a 
cough after efficient treatment for foyr weeks; (6) cases of vague 
ill-health not yielding to ordinary treatment; (7) cases of dyspepsia 
not yielding to ordinary treatment; (8) patients who lost weight with- 
out other cause being found. As soon as his trouble had been 
diagnosed, the tuberculous patient should be put strictly to bed 
while he awaited sanatorium treatment. “Avoid that futile, 
ambiguous, but oft-repeated instruction, ‘Go home and take things 
quietly, and come and see me in two months’ time.’ ” 
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MILIARY APPEARANCES IN THE LUNGS from 

So far as the heart was concerned the case wag peruMiong-s 

IN MITRAL STENOSIS: ENDOGENOUS straightforward. It was an old-standing case of of sten0s 

PULMONARY HAEMOSIDEROSIS stenosis with a small aortic leak and auricular fibrijgg i simulz 


BY 


T. E. GUMPERT, M.B., Ch.B., F.R.C.P. 
Physician, Sheffield Royal Hospital 


(WitH PHOTOGRAVURE PLATE] 


Aggregations of so-called heart-failure cells in the alveolar 
spaces and interstitial tissues of the lungs have been known 
to pathologists and physicians for many years, but their 
recognition by means of radiographs in certain cases of 
mitral stenosis is a relatively new achievement and corre- 
spondingly little known. The following is a clinical record 
of such a case and also a consideration of the factors which 
may have been responsible for certain remarkable radio- 
logical appearances closely simulating miliary tuberculosis. 


Case History and Clinical Details 


The patient, a spare man of average height aged 36, was 
admitted to the Sheffield Royal Hospital on Sept. 2, 1946, with 
a partial left hemiparesis of sudden onset which cleared up 
very quickly. He had a history of several attacks of rheumatic 
fever between the ages of 7 and 13. His heart was alleged to 
have been affected in the first attack, and he was known to 
have had mitral stenosis and auricular fibrillation ten years 
before, when he was last admitted to the hospital. He had had 
pneumonia at the age of 23, and haemoptysis on four occa- 
sions during the past ten years. 

Condition on Admission.—He was a thin man, sitting up in 
bed with orthopnoea. The respiration rate was 36. There was 
no cyanosis, oedema, or engorgement of cervical veins, but 
increased carotid pulsation. No hepatic enlargement or tender- 
ness was present, the spleen could not be felt, and there was 
no ascites. He had slight clubbing of the fingers, but no capil- 
lary pulsation in the nails or lips. The pulse (92) was com- 
pletely irregular, with a tendency to the water-hammer type. 
The cardiac impulse was 6 in. (15 cm.) from the midline in the 
sixth interspace. Percussion revealed about 1 in. (2.5 cm.) 
enlargement to the right. There was a systolic thrill at the 
apex, coinciding with a squeaking systolic murmur transmitted 
into the Jeft axilla; and a mid-diastolic rumble at the apex, 
accentuated by exercise. A constant early aortic diastolic 
regurgitant murmur was present, loudest in the third and 
fourth left interspaces close to the sternum. The blood pres- 
sure was 140/60. No abnormal lung signs or adventitiae were 
noted, and no further abnormalities other than partial left 
hemiparesis with increased tendon reflexes, slight facial weak- 
ness, and up-going toe, all on the left side. 

Electrocardiograms showed typical auricular fibrillation: the 
fibrillary rate was about 500 a minute and the ventricular. 
response approximately 101 a minute before digitalization. 
There was marked right axis deviation. A radiograph of 
the chest (Plate, Fig. 1) revealed the typical mitral configu- 
ration of the heart with a prominent pulmonary artery shadow, 
a small aortic knuckle, a well-rounded and enlarged right auricu- 
lar shadow, and a hypertrophied left ventricle with a straightish 
left border. Both lung fields were uniformly stippled from 
apex to base and closely resembled in appearance the punctate 
mottling of miliary tuberculosis or a finely disseminated 
pneumoconiosis. The pulmonary artery shadows were promi- 
nent, but there was no gross evidence of pulmonary congestion. 
A radiograph taken ten years before (Plate, Fig. 2) showed 
a typical mitral heart with increased vascular shadows but no 
nodulation. 

The patient’s progress was excellent. He made a rapid re- 
covery from the hemiparesis, and the ventricular rate was well 
controlled with “ digoxin.” He was discharged from hospital 
on Oct. 23, 1946. : 


The arresting finding was the radiological ap At ne 
the lung parenchyma, which bore an extremely close t¢ 
blance to that of miliary tuberculosis or a fine gigumstaiD | 
nodular pneumoconiosis. This was exactly the sort of gmmunic 
in which our forefathers first described heart-failure ggjaghas © 
brown induration of the lung. _”-Bsiders 

The mechanism would appear ‘t& be as follows: qmma<r¢ 
mitral obstruction causes an increase of pressure in theym’® " 
auricle and its ultimate tributaries the alveolar capijigg@!°9 
These become engorged to such an extent that repos eight 
intra-alveolar haemorrhages occur with or without 
haemoptysis. The intra-alveolar haemoglobin disinteorM! ™ 
and is converted into relatively soluble iron-free haem! | 
oidin and relatively insoluble particles of iron-contajg; with ¢ 
haemosiderin. The latter act as foreign bodies ang m2 
treated as such by the phagocytic alveolar histiocytes, why ocal 
engulf them just as though they were inhaled particls #°"° 
a fine dust. Their transport, however, via the lymph frequ 
of the alveolar wall, the peribronchial, perivascular, gm °!" 
subpleural lymphatics to local aggregations of lymph Eitzet 
tissue scattered throughout the lung substance and fgg”? 
to the bronchial lymph glands is probably not so regi’? ™ 
achieved as in a true pneumoconiosis because of 
chronic pulmonary venous congestion and consegy 
obstruction to the lymphatic drainage, with the result | y 
most of the phagocytic haemosiderin-laden ‘heart-faigihat | 
cells remain in the alveoli, and, being radio-opaque, giisestic 
the characteristic radiological alveolar stippling we seeimtion 
this case. Larger aggregations in the lymphatic appanal{n fa 
of the lung are thus prevented and a coarse nodulation sinus 
as is seen in a typical pneumoconiosis (silicosis) does glpathc 
occur. and 1 

This view is supported by the resemblance of @milia 
stippling to the familiar radiological appearance of ingmmwas | 
alveolar lipiodol and still more to that of miliary tubggno 5] 
culosis, where lesions of a similar size and distribuigmeably 
occur. Moreover, if the individual nodules are examingmwas 
closely with a magnifying glass, certain of them (Plugrespe 
Fig. 3) seen end-on appear to be ring-like in struchggansw 
with the form of a rosette—the central hole being 
terminal respiratory bronchiolus beset with the rosette 
iron-containing acini. 


Review of the Literature 


Similar radiological appearances have been described 
other cases of mitral stenosis by Ryder and Reineke (194 
by Hanson (1945), and by Pendergrass and Leopold (194 
Kerley (1938), writing about passive hyperaemia of { 
lungs in mitral stenosis, states that “ occasionally the co 
bination of swollen end-on vessels and alveoli filled ¥ 
heart failure cells causes a miliary appearance in bd 
lungs.” Hanson’s case was proved post mortem, .and t- 
radiological appearances were those of a diffuse fibrosis # 
the lung resembling silicosis ; but there was no nodulatid 
and, in spite of an industrial hazard of sandblasting f 
five years, microscopically and histologically the lug 
showed no silicosis—merely a fine fibrosis together 1 
passive congestion. Pendergrass and Leopold refer 
pseudo-nodulation limited to the upper two-thirds of bd 
lung fields occurring in a case of mitral disease withingr*?* 
year of an attack of acute rheumatism with rheuma 
pneumonitis. They consider the pseudo-nodulation to 
due to shadows cast by iron pigment—the end-result 
the haemorrhagic perivascular infiltration of rheuwma 
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fever—and refer to a personal communication received 


from Sostman, who had observed several patients with 
long-standing passive pulmonary congestion from mitral 
stenosis in whom a finely nodular radiographic appearance 
simulating the nodulation stage of silicosis had developed. 

the individual nodules proved to be fibrotic 
and to contain much blood pigment, which took the specific 
stain for iron. In the discussion which follows their com- 
munication Enzer refers to the pseudo-nodulation which he 
has observed in a few cases of mitral stenosis. He con- 
siders that the lesions may be due to the organization of 
macrophages filled with haemosiderin. And, finally, there 
is the excellent recent clinical, radiological, and patho- 


MB iogical account by Scott, Park, and Lendrum (1947) of 


eight cases examined post mortem. They state that “in 
rare cases of mitral stenosis the radiological picture is one 
of miliary opacities in both lungs. These opacities do not 
alter in appearance over long periods of time, in contrast 
with the changes produced by pulmonary oedema. Patho- 


MBjogical examination shows that the opacities are due to 


focal deposits of haemosiderin. A number of these cases 
have been reported in the literature, but the changes are 


@rrequently attributed to congestion of the lungs.” 


Similar appearances are also described by Pilcher and 
Ritzen (1944) and Reye (1945) in severe (haemolytic) 
anaemias of childhood, where the haemosiderosis is due 


ey to repeated intra-alveolar haemorrhages. 


Clinical Investigations 


| was not aware at the time of our patient’s admission 
hat mitral stenosis with chronic pulmonary venous con- 
gestion could produce radiological signs of this descrip- 
tion and therefore did not associate the two conditions. 
In fact, the radiograph of the chest was so arresting and 
unusual that it dominated and confused the issue. A dual 
pathology seemed to be the only solution to the problem 


and miliary tuberculosis was seriously considered. Acute’ 


iliary tuberculosis was clearly out of the question : there 
as NO pyrexia, no sweating, no hectic flush of the face, 
no splenic enlargement, and none of the cachexia invari- 
ably associated with this condition. The Mantoux test 
as negative and the cerebrospinal fluid normal in all 
espects. Chronic miliary tuberculosis appeared to be the 
answer, faute de mieux, but the association of mitral dis- 
and tuberculosis is very rare and the two conditions 
are usually considered to be mutually antagonistic. Pulmo- 
nary sarcoidosis had to be considered, but there were no 
other lesions of this condition—no involvement of the skin, 
bones, or uveal tract. The lack of any occupational hazard 
negatived the pneumoconioses. The yeast and mould infec- 
ions of the lungs, moniliasis, aspergillosis, and coccidiosis 
all of them capable of giving appearances similar to those 
bf miliary tuberculosis—were next considered, but none of 
he characteristic yeasts or moulds could be seen or cul- 
ted from the sputum. There were none of the suffoca- 
ive phenomena of bronchiolitis, nor did the patient seem 
enough for this condition to be seriously entertained. 
Similarly untenable was a diagnosis of miliary carcino- 
atosis of the lungs. It was not, in fact, until Dr. Grout 
had given me his opinion of the x-ray appearances that I 
was able to correlate the miliary appearances of the lungs 
It was then a simple matter 
or the pathologist to stain the sputum for the Prussian- 
blue reaction and to discover heart-failure cells in the 
Xpectoration. 


Conclusion 


Miliary appearances in the lungs in mitral stenosis occur 
rom time to time. They are considered to be due to 
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an endogenous pulmonary haemosiderosis. It might be 


objected that mitral disease with chronic pulmonary 
venous congestion is so common in medical practice that 
the radiological appearances under discussion would be 
widely known, but this is a facile argument and of no 
validity. In fact, Scott, Park, and Lendrum, having become 
interested in the condition in 1943, have been able to 
collect eight cases of mitral disease showing post-mortem 
evidence of .haemosiderosis. Only two of them, it is true, 
showed the typical miliary x-ray appearance during life, 
but one with equivocal radiological signs showed quite 
definite radiological (and pathological) evidence of haemo- 
siderosis in the isolated lung after death. Conditions must 
obviously be peculiarly favourable to permit of this 
orderly deposition of pigment throughout the lung sub- 
stance, and it is only by further observation and investi- 
gation that one is likely to discover the precise set of 
circumstances leading to a diffuse punctate pulmonary 
haemosiderosis in mitral disease. 
Summary 

A case of mitral disease with a small aortic leak and auricular 
fibrillation is described in which the radiological appearances 
of the lungs simulated miliary tuberculosis. 

The case is considered to be one of endogenous pulmonary 
haemosiderosis due to the deposition of haemosiderin in the 
lung substance. 

Heart-failure cells rich in haemosiderin were recovered from 
the sputum. 

Allusion is made to strictly comparable cases and to cases in 
which haemosiderin is similarly deposited in certain anaemias 
of childhood. 

The radiological appearances are reproduced and a previous 
radiograph, taken ten years earlier, is also shown by way of 
contrast. 


ADDENDUM.—A not dissimilar condition is described by 
Elkeles and Glynn (1946) in the literature recently of a dis- 
seminated parenchymatous ossification in the lungs in associa- 
tion with mitral stenosis, but the radiological appearance is 
different in texture and distribution (in that the apices are 
spared) and the pathology likewise differs. 


I thank Dr. J. L. A. Grout for his interpretations of the radio- 
graphs, Dr. T. Lodge for his analysis of the finer lung details, 
Dr. H. E. Harding of the Department of Pathology at the Univer- 
sity for help with the pathological mechanism, and Dr. H. J. 
Barrie for the laboratory investigations. 
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Among the many books intended to instruct the mother in bring- 
ing up her children The Pocket Book of Baby and Child Care, by 
Benjamin Spock, M.D., is outstanding for the common sense that 
its author displays. It is obtainable from Messrs. Delisle, Ltd.,. 
122, City Road, London, E.C.1, at the remarkably low price of 
2s. 6d. (or 2s. 10d. including postage). Dr. Spock does not describe 
an ideal baby, or even a “ normal” one, and imply that all should 
be like that. He points out that a baby can be perfectly healthy | 
and yet sleep very little, or have a bad temper, or cry a lot. He also 
gives many practical instructions for understanding the minor ail- 
ments of infancy and childhood, including a brief account of mental 
development and disturbances. The book is enlivened by some 
delightful sketches, one of them depicting how to perform that 
difficult operation—getting a teat on to a feeding-bottle. 
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CASE OF PINEAL CYST 


A CASE OF PINEAL CYST 


BY 


SIMON SEVITT, M.Sc., M.D., M.R.C.P.L, D.P.H. 
AND 


J. SCHORSTEIN, F.R.C.S. 
(From the Military Hospital for Head Injuries, Wheatley) 


[WITH PHOTOGRAVURE PLATE] 


Neither Cushing’s (1932) collection of over 2,000 verified 
intracranial tumours, nor that reported by Walshe (1931), 
contained a case of a simple pineal cyst. Prof. D. Russell 
in a personal communication stated that she had occasion- 
ally seen a small pineal cyst at necropsy, but that this had 
been an incidental finding and had not caused symptoms. 
In our own case the cyst was large and caused signs and 
symptoms of an intracranial tumour. 


Clinical Details 


The patient, a female aged 21 years, had been well until 
August, 1946, when she began to suffer from frontal headaches. 
One day during the same month she was suddenly seized by a 
feeling of numbness and coldness in the right side of the face, 
neck, and the right upper limb. When the arm was pinched she 
felt no pain. The right arm was weak and shook when she 
attempted to grasp anything. A few minutes later a similar 
condition developed in the left arm ; normal sensation and 
power returned within about half an hour and she was left with 
severe frontal headache and nausea. She stayed in bed all that 
day and returned to duty on the following morning. During the 
next four weeks the frontal headache increased in severity and 
frequency. During September she had another attack, very 
similar to the first, but this time it lasted three to four hours 
and was followed by vomiting. From then on attacks of “ pins 
and needles” and numbness in the right arm lasting a few 
minutes became frequent. A few days before her admission to 
this hospital on Oct. 18, 1946, diplopia and mistiness of vision 
had developed, and she now complained of almost continuous 
severe headache with frequent vomiting. 

Examination revealed early papilloedema, bilateral external 
rectus palsies, and diminished perception of pin-prick and light 
touch in the right trigeminal area. She could not maintain 
posture with the right arm as well as with the left. Recognition 
of pin-prick, light touch, and vibration was impaired in the right 
upper limb and, to a lesser extent, in the left lower limb. 
Position sense and two-point discrimination were not affected. 
Power and tone were equal and normal in all limbs. X-ray 
examination showed no abnormal calcification. Ventriculo- 
graphy was performed on Oct. 21. The lateral ventricles were 
moderately dilated, the left being slightly larger than the right. 
There was a rounded filling defect of the posterior part of the 
third ventricle, and neither the aqueduct nor the fourth ventricle 
could be visualized. 

An operation under general anaesthesia was performed on 
the same day. A right occipito-parieta! bone flap was raised. 
The intracranial tension remained high in spite of ventricular 
punctures, and in order to reach the posterior portion of the 
third ventricle the occipital lobe was removed ; after a little 
retraction of the parietal lobe a rounded tumour came into view. 
It lay just beneath the splenium of the corpus callosum and its 
lower portion was hidden by the tentorium. Dissection of the 
tumour was not difficult; the capsule was tough and well 
defined, and no vessels were seen entering it. Until the final 
removal the patient’s general condition remained good, but as 
the tumour came away her breathing stopped, and although it 
was resumed after a brief period of apnoea she died as the 
wound was being closed. 

The Cyst 


The cyst, preserved’ in 10% formol saline, was grey, oval, 
and was 3.2 cm. long by 2 cm. wide. It had been opened before 
arrival in the laboratory and was empty when received. It had 
contained a light-yellow fluid. The wall, which varied from 
3 to 5 mm. in thickness, was apparently in two layers ; externally 


there was a paper-thin and slightly granular layer of reyish 


tissue, whilst internally and forming most of t wall 

but firm yellowish-brown material. WAS soft) syn 
Histologically (see Plate) the wall was really f . I 

layers. Externally was a very thin network of elal fibres (oe 0 


A) covering a middle cellular: layer (Fig. 1, B: iat 
varied in thickness and was 8.2), which 
this layer was 10 to 30 cells in depth, but in some ar eid Bo 
up to 100 cells thick. The cells, which were moderate] igri. Grit 
packed, had round or slightly oval nuclei with fine po — 
chromatin stippling and thickened nuclear membranes — 
cytoplasm was abundant but the cell outlines were indi : 
Some hyaline, concentrically striated, irregularly round bod; 
(corpora arenacea) were present. Internally was a thi = 
continuous layer of dense gliotic tissue (Fig. 1, C) consti 
numerous brown pigment granules mostly within macro 

cells. These granules and some areas of gliotic tissue : Al 
strong Prussian-blue reaction for iron. = 


Post-mortem Examination 


A necropsy was performed nineteen hours afte 
summarized findings are as follows: es 8 


The brain weighed 3 Ib. (1.36 kg.). Recent ri ini 
lobectomy. Subarachnoid haemorrhage on the vente a 
of the brain stem. Blood-clots present in the anterior honda 
both lateral ventricles and in the third ventricle. Sylvia The 
aqueduct was patent, the fourth ventricle natural, and no teak bina 
cephalus was noted. The tectum of the midbrain was distorted: | inter 
on the right side it was compressed, and the left dorsal surfas com 
which projected posteriorly more than the right, was irvegall case 
The superior and inferior colliculi were indistinct. Two small } 
recent haemorrhages were seen in the substance of the 
and midbrain. No pineal gland visible. Histology of the mid Th 
brain showed a loss of ganglion cells and a partial demyeling 
tion in the region of the colliculi in addition to the distort | 94! 
The periaqueductal grey matter was reduced in thickness ag} 2 th 
cell density but chromatolysis was not observed. Both Lungs limit 
were partially collapsed. The liver weighed 2 Ib. 3 oz. (9954)) *T 
and was darker and firmer than usual. Histologically some 
excess of fibrous tissue was seen around Glisson’s capsiles 
possibly an early periportal cirrhosis. The uterus was pregnani dspo 


and enlarged to 1 in. (2.5 cm.) abeve the symphysis pubis : had | 

contained a normal male foetus 16 to 18 weeks old. Lary oa 

corpus luteum in right ovary, secondary areolae of the nipples see 

mammae firm and containing hypertrophic glands. wher 
m 

Discussion tn 

to lon 


The symptoms and signs were due to pressure of the cy to me 
on the tectum of the midbrain in combination with intemi weigh 
hydrocephalus. This latter was probably intermittent agg At th 
was not apparent at necropsy. Prof. D. Russell, whgg upper 
examined sections of the cyst, suggested that it was of pinelg 74 
origin but of unusually large size. The presence of emg At. 
pora arenacea, the character of the epithelial cells in tg 2" " 
middle layer of the cyst wall, the situation of the cyst, si 
the absence of the pineal gland atenecropsy support till guode: 
opinion. When 

It is difficult to say how the cyst arose, but it is likégremov 
that intrapineal haemorrhage was responsible, if not fq@icisio 


the origin of the cyst, at least for its unusual size, a Mistres 
that the gliosis was secondary to the haemorrhage. Ast At t 
cyst enlarged, the pineal epithelium became thinned 4 

in a layer surrounding the internal haemorrhage and glio a vs 


The cyst first caused signs of increased intracranial pressilan abs 
when the patient was six to eight weeks pregnant. admitt 
association between the two conditions—a large pineal cMgwas op 
and pregnancy—may be no more than a coincidence, bgwas di 
it is interesting at least to speculate whether the pregnamstrict 
might have caused a change in a pineal cyst present befomedmitt 
but too small to produce symptoms. tay 

Summary etosis 


glyc 
A case of an unusually large pineal cyst in a young wa Dee 


is described. 
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CASE OF PINEAL CYST. 


The cyst was large enough to produce local midbrain pressure 
symptoms and internal hydrocephalus, probably intermittent. 

Details of the histology are given. 

thanks are due to our colleagues, particularly to Major R. C. 

Connolly, R.A.M.C., to Prof. Dorothy Russell for giving us her 
opinion on the sections, and to Dr. P. Daniel for taking the photo- 
micrographs. We are grateful to our commanding officer, Col. G. D. 
Gripper, for permission to publish this case. 
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AMYOPLASIA CONGENITA ASSOCIATED 
WITH HYPEROSTOSIS FRONTALIS 
INTERNA 


BY 
R. N. HERSON, M.B., B.S. 


PHOTOGRAVURE PLATE] 


The absence of any reference in the literature to the com- 
bination of amyoplasia congenita and hyperostosis frontalis 
interna and the striking clinical picture resulting from this 
compound syndrome prompt me to record the following 
case. 
Case Report 

The patient was a woman aged 61 years. Since birth her 
jower limbs had been abducted at the hips and flexed at the hips 
and knees, her arms had been extended at the elbows and flexed 


‘I at the wrists, and movements at all the joints had been severely 


limited. She learnt to shuffle round the floor, to feed herself, 
write, sew, knit, and do other forms of handicraft. She went 
to school from the age of 74 to 9 years, was fond of reading, 
and was as apt as children of her own age. She was of a cheérful 
disposition, being despondent only when afflicted by pain. She 
had had headaches behind the eyes and over the frontal region 
as long as she could remember, the more severe attacks being 
accompanied by nausea and vomiting, but had never complained 
of her sight or of seeing double. At the age of 9 she had 
measles. Menstruation started when she was 11, and, although 
at times periods were regular every 28 days, she was subject 
to long spells of amenorrhoea even up to four years. She ceased 
to menstruate at the age of 54. When she was 19 she gained 


‘weight rapidly, and soon attained a weight of 11 stone (70 kg.). 


At the same time she developed in the beard area and on the 
upper lip a growth of hair which became sufficiently noticeable 
to require the use of a razor or depilatories. 


At the age of 41 she began to get severe attacks of colicky 
pain in the upper part of the right side of the abdomen, radiat- 
ing round to the right scapula. A diagnosis of gall-stone colic 
was made. Eighteen months later she was found to have a 
duodenal ulcer. This required two years’ medical treatment. 
When 50 years old her gall-bladder was drained but not 


ikeremoved. Through the operation scar there developed a large 


penal hernia, which has been a constant source of pain and 
istress, 

At the age of 52 she complained of-excessive thirst ; sugar was 
found in her urine. She was given 15 units of insulin morning 
and evening, without any special diet, for four months. In 1941 
she was admitted to Southmead Hospital, Bristol, on account of 
an abscess in the pubic region. Three years later she was again 
admitted with multiple boils and an anal fistula, for which she 
was Operated on. Sugar was again found in the urine, and she 
was discharged on 40 units of insulin a day but no dietary 


regnamrestrictions ; this did not render her sugar-free.. She was re- 


nt befe 


1g wo 


admitted to Southmead Hospital on June 6, 1946, because of 


ecurrent attacks of severe pain in the incisional hernia asso- 
lated with vomiting. There was heavy glycosuria but no 
etosis. In the surgical ward, in an attempt to control the 
glycosuria, the insulin was increased to 40 units four-hourly, 
but in spite of this each specimen of urine was loaded with 


sugar. She never had an overdose. So far as can be ascertained 
from the notes she has never had ketonuria. 

Family History—Her father died at the age of 80. Her 
mother, who died at the age of 84, had nine pregnancies. The 
first was a boy, who died at 14 months after an accident ; the 
second child was a girl, who is still alive, and whose only com- 
plaint has been cholecystitis. The next in the family was the 
patient, who was born when her mother was 36. There is no 
knowledge of any complications during the pregnancy or con- 
finement. All the remaining pregnancies ended in miscarriages 
at the fourth month. There was no consanguinity either in the 
parents or in the grandparents.. 

Physical Examination—The gross obesity coupled with the 
limb deformities made a striking picture (Plate, Fig. 1). Sitting 
height 32 inches (81 cm.), weight 11 st. 9 Ib. (74 kg.). She had 
a large fat ruddy face with hair on the chin and upper lip. The 
lobes of both ears were webbed. The neck was short, and the 
neck and body were grossly obese, which contrasted with the 
thin upper and lower limbs. Abdominal fat sagged down and 
partially covered the drawn-up legs. The breasts were normally 
developed, and the hair on the head and body was of normal 
female distribution. The skin was greasy and subject to acne, 
but there were no striae or abnormal pigmentation. 

Passive and active movements of the joints were approxi- 
mately equal. Abduction of the shoulder-joints was limited to 
15°. The arms were extended at the elbows and the forearms 
pronated. Movements of the elbow-joints were limited to 5°. 
The wrists were fixed in flexion and ulnar deviation. The finger- 
joints were flexed. She was able to flex fingers and thumbs to 
about 60°, but had practically no power of extension in the 
fingers. She was able to oppose her thumbs to any of her 
fingers, and thus grip an object between the fingers and thumbs. 
There was webbing of both axillary folds and of the first and 
second fingers of both hands. There were fiexion and: abduction 
at the hip-joints, flexion at the knee-joints, and bilateral equino- 
varus. She could flex the right hip-joint about 40°, and had 
moderately good power of abduction and adduction of the. right 
femur. Movement of the left hip was more limited than that 
of the right. Movement was extremely limited in the knees and 
was absent in the ankle-joints. There was limited flexion of the 
toes. She had slight scoliosis, and mobility of the back was 
very limited. 

The pupillary responses to convergence and accommodation 
were normal. Eye movements were full and the media and 
fundi were normal. Peripheral and central fields of both eyes 
were full to 3/330 and 3/1,000 mm. white object, respectively. 
Her visual acuity in the right eye was 6/9 and in the left 6/6 
without glasses, and 6/6 in both eyes with correction. ‘She had 
complete upper and lower dentures. There was no thyroid 


enlargement and no abnormal pulsation in the neck. The pulse - 


rate was 70 per minute and the blood pressure 170/90 mm. Hg. 
The heart and lungs were normal. There was a large incisional 
hernia on the right side, painful on palpation. The liver and 
spleen were not felt and there was no glandular enlargement. 


_ Nothing abnormal was found on examination of the central 


nervous system. 
Investigations —Blood:' Hb, 116% (Haldane); R.B.C., 


5,720,000 ; W.B.C., 8,200 (neutrophils 62%, lymphocytes 31%, 


eosinophils 2%, monocytes 5%). Urine: specific gravity, 1027 ; 
acid; no albumin; sugar, 260 mg. per 100 ml.; no ketone 


bodies ; urobilinogen not increased ; bilirubin absent ; deposit 
not remarkable. Blood calcium, 10.4 mg. per 100 ml. ; blood 
phosphorus, 4.3 mg. per 100 ml. ; serum phosphatase, 9 units ; 
24-hourly urinary excretion of calcium, 320 mg. Blood Wasser- 
mann and Kahn reactions negative. Both the glucose-tolerance 
and the insulin-tolerance estimations were performed at a time 
when the patient had been receiving a normal mixed diet. There 
was an insulin-resistant diabetes, as the following figures show: 
The blood cholesterol was 185 mg. per 100 ml. It was estimated 
on many ocasions, but was not found to vary appreciably with 
the blood-sugar levels. The 24-hourly 17-ketosteroid excretion 
was determined on two occasions, and gave figures of 2.3 and 
4.1 mg. 

X-ray Examination.—Heart and lungs were normal. A con- 
genital deformity of the first and second ribs on the right and 
a short first rib on the left were present. There were a bony 
bridging between the vertebrae, slight scoliosis, and fixation of 
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AMYOPLASIA WITH HYPEROSTOSIS FRONTALIS INTERNA 
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the right transverse process of L.5. The bones of the upper 
limbs were small. There were focalized periosteal thickenings 
and deformity of the lower end of the right radius. The bones 
of the lower limbs were small and rarefied and there was bowing 
of the tibiae and fibulae. The tibial vessels were calcified. A 
skiagram of the pituitary fossa did not show any definite 
enlargement. Calcification was seen on its floor, extending 
anteriorly, and there was some erosion of the base posteriorly. 
The films were shown to Dr. J. R. Gilmour, who suggested a 
diagnosis of hyperostosis frontalis interna, and this was con- 
firmed by a lateral skiagram of the whole skull (Plate, Fig. 2). 
This shows hyperostosis on the internal surface of the frontal 
bone without involvement of the outer table, large frontal 
sinuses, and over-pneumatization of the mastoid cells. 

Insulin therapy was stopped and she was given a diet of 
10} oz. (297 g.) of meat or fish supplemented with green 
vegetables. On this diet there was considerable reduction in the 
amount of sugar excreted. The blood-sugar level three-quarters 
of an hour after a midday meal was 160 mg. per 100 ml., and 
at three and a quarter hours was 163 mg. The polyuria was 
largely controlled. She lost 9 Ib. (4 kg.) in a month on this diet. 


Discussion 


The congenital deformities of her limbs are those of 
amyoplasia congenita. Apart from headaches, which she 
has had as long as she can remember, the other main 
features of her condition point to a pituitary or a pituitary 
hypothalamic disturbance starting at the age of 19. These 
features are a large fat ruddy face, hirsuties, a buffalo dis- 
tribution of fat, greasy skin, acne and boils, a history of 
irregular menstruation, insulin-resistant diabetes (detected 
at the age of 52), hypertension, and a haemoglobin of 116%. 
The combination is suggestive of Cushing’s syndrome but 
lacks some of its important features. The lateral radio- 
graphs of the skull establish the diagnosis of hyperostosis 
frontalis interna ; in a few cases of this condition calcifica- 
tion has been seen, as in this patient, in the sella turcica. It 
is now generally accepted that this cranial dysplasia is a 
manifestation of pituitary dysfunction (Knies and Le Fever, 
1941). In the description and classification of a large series 
of pituitary cranial dysplasias by Mortimer, Levene, and 
Rowe (1937) there are references to hyperostosis frontalis 


interna, though they do not use the term themselves. - 


Both basophilic adenomatous masses and eosinophil adeno- 
mata have been found at necropsy in the pituitary glands 
of some of these cases. The low excretion of 17-keto- 
steroids is probably accounted for by the patient’s age: 
Frazer et al. (1941) found that the daily output was low in 
the elderly. Henschen (1936) has suggested that in hyper- 
ostosis frontalis interna a hereditary influence determines 
the frontal localization of the bony changes, and it may be 
that there is in this case a common genetic factor respon- 
sible for both the limb deformities and the cranial dysplasia. 

I wish to thank Dr. Phillips, Medical Superintendent, Southmead 


Hospital, Bristol, for permission to publish this case, and Dr. A. C. 
Crooke and Dr. J. R. Gilmour for their valuable advice. 
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[WiTH PHOTOGRAVURE PLATE] 


Tuberculosis of the great trochanter with involvement of 
the overlying bursa was originally described by Teale in 
1870. Since that time references to this condition in the 
literature had been meagre until Meyerding and Mroz 
(1933) reported nineteen cases. The present series com. 
prises twelve cases treated in Liverpool and Wrightington 
during the last fifteen years. 


Incidence 


None of the previous papers on this subject have givep 
any indication as to its frequency. In this collection of 
case histories I have found the incidence to be just under 
2 per 1,000 cases of tuberculosis. It has been stated by 
Clapton (1919) that it does not occur in children, but jg 
this series the youngest patient was 7 years old and there 
was also one patient of 14 years. The average age of the 
remaining patients was 28 years, which is comparable with 
the average of 35 years quoted by Meyerding and Mroz 
Nevertheless, as the total number of cases recorded in the 
literature is only 41 this figure cannot be considered lang 
enough to indicate a definite age period. 


_ Aetiology 

Two factors are of importance. The first is the question 
of trauma: the superficial position of the great trochanter 
makes it peculiarly liable to injury, and severe blows on this 
bony prominence are an everyday occurrence. However, 
a history that recent trauma was followed by swelling o 
pain associated with tuberculosis of the great trochanter 
does not immediately suggest this as the principal ‘aetio 
logical factor, since the underlying disease may have already 
been present for some time, and the trauma may merely 
have been responsible for drawing the patient's attention to 
it. Nevertheless, three of the patients in the present seri 
gave a history of considerable trauma to the great 
trochanter, although two of them remembered having had 
occasional aching pains referable to the hip for seven 
months before the accident. Secondly, a considerable pro 
portion of these patients were suffering, or had suffered, 
from tuberculosis in other situations. In the series dé 
cribed by Meyerding and Mroz (1933) 73% had other tuber 
culous lesions. In the present series, however, only f 
patients out of twelve (42%) had any other demonst abk 
tuberculous lesion. The site of this lesion varied: tW 
patients had pulmonary tuberculosis, one had cervidl 
adenitis, one a retropharyngeal abscess without a bof 
focus, one tuberculous arthritis of the knee, and 0 
tuberculosis of the sacro-iliac joint of the opposite side: © 


Symptoms and Signs 

This condition may present in two ways: usually 
patients notice a swelling of increasing size over the gre 
trochanter, or they may complain of pain or aching of 
mild type over the outer side of the thigh, apparel 
referred to either hip or knee. On examination a fil 
tuating swelling of varying size is usually found, covefi 
the outer aspect of the greater trochanter, and extend! 
backwards over the buttock and downwards for a vé 
distance (in' two cases it reached the level of the lo 
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femoral epiphysis). The movements of the hip-joint are 

écted, but passive adduction is often accompanied by 
considerable pain. Six of the casés, when first seen, had 
gid sinuses leading down to the bursa and bony tissue 
of the great trochanter. 

The time interval between the onset of symptoms and 
the beginning of surgical treatment varied, the longest being 
two and a half years and the shortest three months. The 
average time was eighteen months. This differs con- 
siderably from the average of eleven and a half years 
given by Meyerding and Mroz, but the fact that one of 
their patients had had symptoms for forty years may have 
considerably influenced this figure. 

Operative specimens and pus from ten of the patients in 
the present series were submitted for pathological and 
bacteriological examination. The tuberculous nature of 
the lesion was proved by histological examination or 
guinea-pig inoculation on seven occasions. 


Radiological Findings 

Clapton (1919), Peabody (1921), and Keith (1922) have 
expressed the opinion that this condition usually arises in 
the bone. Keith has further suggested that it is primarily 
a tuberculous epiphysitis of the great trochanter, and is 
thus comparable to tuberculous epiphysitis in other situa- 
tions. Other writers on this subject have expressed no 
opinion as to the original site of the infection. The 
changes revealed radiologically, however, show two distinct 
types of lesion. First and commonest is erosion of the 
periphery of the great trochanter, and secondly (one case) 
there is the encysted form which arises in the medulla of 
the great trochanter. Five of the patients had no bony 
change visible on radiological examination, and, moreover, 
they had another factor in common: they were the only 
patients (except the one with the encysted form) who had 
not yet developed sinuses, and were therefore free from 
secondary infection. All the other patients both showed 
erosion of bone and also had sinuses. 

It may be suggested at this point that the bone changes 
were late in appearing, but two of these patients had noticed 
the presence of the cold abscess for over two years before 
seeking advice, and it is reasonable to expect that if the 
bone had been affected there would have been radiological 
changes at the end of that period. On the other hand, 
three of the patients, who were found to have considerable 
erosion of bone, had had their abscesses incised by their 
local practitioner six to eight weeks before they were 
x-rayed, and the period of their symptoms did not exceed 
one year. 


Two of the cases were particularly instructive. The first 
was a woman aged 25 years, who had noticed a fluctuant 
swelling for a year before seeking advice, when she was x-rayed 
but no bony change was demonstrated. The abscess was then 
opened and its interior curetted, and at the same time it was 
reported that there was no sign of involvement of the greater 


mirochanter. The treatment was unsuccessful and a _ sinus 


developed. A radiograph six weeks later showed early erosion 


, Gof the greater trochanter. The second case was a girl of 


14 who had complained of mild pain in the right thigh for 
Piifteen months. Recently she had become aware of a swelling 


over the outer aspect of the thigh. On radiological examination 
there was no evidence of bony erosion, and she was treated by 


BSeespiration of the abscess and rest in bed. The material thus 


Mmremoved was thick yellow pus, and proved positive for tuber- 


culosis by guinea-pig inoculation. The treatment was con- 
tinued for about a year, during which time repeated radio- 
logical examinations failed to show any evidence of erosion 


nde! bone. Twelve months after treatment was started a sinus 


geecveloped, and a month later x-ray examination showed con- 


liderable bony erosion. 


Two other general factors militate against the theory that 
the primary lesion is always situated in the bony tissue: 
(1) It is extremely unusual for extra-articular tuberculosis 
to start by erosion of the cortical surface of the bone sub- 
stance from without, and there is no comparable lesion 
described in any other situation. (2) In all the radiographs. 
of peripheral erosion there is definite evidence of sclerosis, 
and this is undoubtedly due to the secondary infection which 
is present. 

I would therefore suggest, on these grounds, that where 
there is radiological evidence of peripheral erosion in 
tuberculosis of the great trochanter the bony lesion is 
secondary to tuberculous infection of the trochanteric 
bursa, and begins only after secondary infection has taken 
place. (See Plate.) 


The Encysted Form 

Only one patient showed this form of the complaint ; 
she was a girl of 12 who had complained of pain in her 
right hip for a period of eighteen months. On x-ray exath- 
ination a small area of diminished calcification in the centre 
of the great trochanter was seen. There was no limitation 
of movement in her hip-joint, and she was otherwise in 
good health. After a period of rest in bed the condition 
failed to improve, and eventually the trochanter was 
excised. The wound healed by first intention. The speci- 
men of bone removed was submitted for histological exam- 
ination, and it was reported that the necrotic area was 
typical of tuberculous osteomyelitis. The x-ray appearances 
in this case were similar to those of tuberculous osteo- 
myelitis in other situations, and at no period did the patient 
show any evidence of involvement of the overlying bursa. 
I would suggest, therefore, that this was the only case in this 
series where the infection started primarily in the bone. 


Treatment 


1. Drainage of the abscess was practised in three of the 
cases, and was done before the nature of the lesion had 
been ascertained. None of these wounds healed, and exten- 
sive sinuses formed. Radiologically there was considerable 
erosion of the great trochanter, and these patients were 
treated by excision at a later date. 

2. Three of the patients were treated by repeated aspira- 
tion and rest in bed—in two cases on an abduction frame. 
Sinuses formed within a year of starting treatment, and the 
patients were later treated by excision of the bursa and 
trochanter. 

3. Incision and curettage of the walls of the abscess was 


_done in five of the patients in whom there were no sinuses 


or signs of involvement of bone. In two cases the wounds 
healed by first intention, in another two the healing was 
delayed from six to twelve weeks, and, although there was 
minimal serous discharge, the remaining patient developed 
a persistent sinus with involvement. of bone, and was 
eventually treated by excision. - 

4. Seven patients were treated by excision of the bursa 
and of as much of the trochanter as was involved. This 
was practised also on one case of tuberculous osteomyelitis 
of the trochanter. In two of these patients the wound 
healed by first intention ; in the remaining six cases sinuses 
persisted, but all were healed within seven months from the 
date of operation. 

Conclusions 


1. Tuberculosis may originate either in the great tro- 
chanter or, more commonly, in the overlying bursa. 

2. In tuberculosis of the great trochanter bursa, erosion 
of the bone does not usually occur until secondary infection 
has taken place. 
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' 3. The best treatment of tuberculous bursitis is probably 
early and adequate excision. 
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ACUTE INTERSTITIAL POLYMYOSITIS 
_ TREATED. WITH PENICILLIN 


BY 
I. FRIEDMANN, M.D., M.R.C.S. 
AND 


F. POR, M.D. 


(From the Medical and Pathological Departments * of the 
General Hospital, Kosice, Czechoslovakia) 


[WiTH PHOTOGRAVURE PLATE] 


An important feature of the following case of what is a 
relatively rare condition was the good response to peni- 
cillin, altering the course of the disease from a moribund 
state to complete recovery. 


Case History 

The patient, a peasant woman aged 42, was admitted to 
hospital on May 28, 1946. She had been taken ill rather 
suddenly on May 19, when she had a rigor and felt some pain 
in her right arm and left leg. The following day all her limbs 
were painful, but they did not swell until the third day of illness, 
when all limbs gradually became swollen. Her face remained 
unaffected. She felt very weak and perspired freely. The 
temperature was not taken. On the fifth day her condition be- 
came worse, the pain increased, and she felt “ much heavier.” 
She called in a doctor, who found her temperature to be 
100.4° F. (38° C.). He gave her some medicine, but her con- 
dition did. not improve. On the tenth day of her illness she was 
transferred to our hospital. 

On examination all her limbs were greatly enlarged ; the skin 
was tense and glistening; and active and passive movements 
were very restricted. The muscles appeared “ hypertrophied,” 
were tender, and some of them were transformed into large 
tumour-like lumps, especially the upper third of the right 
sternocleidomastoid, both biceps, both brachioradials, and the 
upper parts of the abdominal recti. This gave, in the epigastric 
regions, the impression of an enlarged spleen and liver. The 
abdominal and patellar reflexes were missing, but there were no 
pathological reflexes. The lungs, apart from a few rhonchi, 
were normal. The respirations were 26 and the pulse (120) was 
soft and regular. The heart was moderately dilated, the action 
regular, and the heart sounds clear; the blood pressure was 
110/80 mm. Hg. 
(38.9° C.), and was of iritermittent character. 

Laboratory Findings.—Urine: acid, specific gravity 1031, 
trace of albumin ; a few leucocytes, erythrocytes, and epithelial 
cells were seen in the deposit. A blood count showed: haemo- 
globin (Sahli), 83% ; red cells, 4,240,000; white cells, 5,200 


(segmented neutrophils, 84% ; unsegmented neutrophils (Stab- | 


zellen), 2% ; monocytes, 2% ; lymphocytes, 2% ; eosinophils, 
10%). The eosinophils. varied from 5 to 16% in different 
counts. The Wassermann reaction and Widal test were nega- 
tive, the B.S.R. was 15 mm. (Westergren), and the residual 
nitrogen, 38 mg. per 100 ml. Blood cultures, electrocardio- 
graphy, and x-ray examination were negative. 

Treatment with “ novurit,” vitamin B, “neosalvarsan,” and 
theobromine-caffeine had no effect. The patient remembered 


The evening temperature was 102° F. 


that she had eaten pork meat and pork sausages be at Td 
ness, and, although the number of 
enough for trichiniasis and there were no swellings of the found 
eyelids, a tentative diagnosis of trichiniasis was dyspha 
a biopsy specimen was taken from the most y 

right sternocleidomastoid. “wollen Part of te 

Histology before Treatment with Penicillin 
—A pale-red soft piece of muscle the size d 
was imbedded in paraffin and stained with haematoy lin- ~ein 
eosin and van-Gieson. As the photomicrograph thowe” the — 
normal muscle tissue was largely replaced by a very celhilay 
inflammatory infiltrate consisting mainly of leucocytes, m 
of them eosinophils. The widely separated muscle fi 
had partly lost their striation and had undergone = 
degeneration. Some appeared to have ruptured «or been 
replaced by the inflammatory tissue. No trichinae were found _ 
in the sections examined, and the histological diagnosis wa {The £0 
acute interstitial eosinophilic polymyositis. Cultures trom a special 
blood were negative, and as the biopsy material was put into | Me abd 
formalin no culture could be attempted. 

By now the patient’s condition had become Practically ho 
less. On clinical grounds and theoretical consideration bead 
upon the histological findings we decided to try a course of 
treatment with penicillin. 

Treatment with Penicillin.—This was started on June 8, aboy}# 
the twenty-first day of illness. The patient was given "15.000 
units of penicillin three-hourly, intramuscularly. On June 14 
the sixth day of treatment, her temperature dropped to normal gue 
and remained so. The swellings were diminishing and he ee ac 
general conuition already showed great improvement. After |siting fc 
receiving 1,500,000 units of penicillin she felt so well that she jabdomer 
was discharged on June 21. She has been feeling wel] ang {kel | 
healthy since. sbnorma 
_ Before her discharge a second biopsy was performed, and an kided . 
impressive change was seen in the microscopical picture (Plate; ent r 
Fig. 2). The inflammatory infiltrate had largely gone and mog{tlood pr 
muscle fibres appeared normal. The number of leucocytes} A pro 
especially the eosinophils, had considerably decreased and 
were mostly mononuclear cells in the specimen. Thus th the pres 
histological findings testify to the effect of penicillin in th. > 
case. No further biopsy could be undertaken. 


Acute polymyositis Wagner is a rare condition affectinggingertips 
the muscles of the limbs and buttocks, which with the? 
surrounding soft parts swell acutely. The general cotfieura a 
dition is disturbed, pain is a dominating symptom, and ri 


‘fever is present. According to Mayesima it is probably offamersha 


septic origin. Acute polymyositis has been observed afternd to | 
influenza, tonsillitis, rheumatoid arthritis, meningococcal 
infection, suppurative processes such as tonsillar abscesses 


etc., and also in epidemic form. Landsteiner found | . Vi 


streptococcus identified as Str. polymorphus. 

In severe cases the disease often runs a short co foll 
ending in weeks or months by death from asphyxia a 
aspiration pneumonia. Chronic cases may last oné or 
years. The disease resembles clinical trichiniasis, and Wa} A 13- 


called pseudotrichiniasis by Hepp. - m Nov. 
It can sometimes take a milder and more favoural hr 
course. In my case the patient’s condition was rapidjind blee 


deteriorating and looked clinically hopeless when treiijmild de; 
ment with penicillin was decided upon. Although one caggrcierat 
is not sufficient proof, the quick recovery after treatmall + 
clearly indicates the role of penicillin in the treatmentiangerbre 
acute polymyositis. The histological findings before aijormal. 
after treatment with penicillin give objective evidence @ ph 
its effect in this case. Five months after her illness My ina; 
patient was well and working. Her condition was perlite diffe 


when last seen in May, 1947. Prclocyt 
ADDENDUM.—Since this paper was written I have raj wit! 


an interesting report by M. Roch et al. (Schweiz. ph i 
Wschr., 1946, 76, 1035) on a case of polymyositis wiligg'"<* 


Discussion ae ome 
| 


POLYMYOSITIS TREATED WITH PENICILLIN 
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— - 
her ith soied fatally in a few months. In the final stages it was 
he found necessary to perform a gastrostomy owing to severe 
ang dysphagia. The authors quote Scheuermann, who in 1939 
the | collected from the literature 263, more or less verified cases 
of polymyositis, and they consider it a rare and usually 


Fig. 1) | fatal disease. In this connexion the above case might be 
se bean} of even greater interest. 


‘oxylin, 
WS, the 
Medical Memoranda 


| 


r fe Case of Strangulated Diaphragmatic Hernia 


© found The following case of strangulated diaphragmatic hernia is of 
SIS Was special interest because of the limitation of all symptoms to 
the abdomen and the localization of all signs in the chest. 


Case REPORT 


y hope} 4 man aged 61 was admitted at 10.20 a.m. on Nov.-20, 1946, 
n based complaining of severe hypogastric pain. The pain had started sud- 
urse offgenly at 5 p.m. the previous day, becoming more intense during 
ihe first few hours, and since then had remained constant in inten- 
3. abou fii although when the patient had first been seen by his own 
i practitioner the pain had been epigastric in position. During the 
15,000 sight the patient had vomited twice. There was no history of 
une 14,}emptoms suggestive of previous gastric or duodenal ulceration or 
NOrmal fother relevant illness. 
ind her} On admission the patient was deeply cyanosed and insisted on 
After {sitting forward ; lying back increased his pain. On examination his 
hat she jabdomen was apparently distended, but no rigidity was present. 
ell ang fRectal examination showed no localized tenderness or other 
abnormality. The apex beat was to the right of the midline: clinical 
xamination of the chest revealed the presence of a massive left- 
and ai iided pleural effusion. X-ray examination confirmed the displace- 
t (Plate,fment of the heart and the presence of the pleural effusion. The 
nd mostfblood pressure could not be measured in the arm. 
cocytes, | A probable diagnosis of dissecting aneurysm of the aorta was 
nd there 4made. Diagnostic aspiration of pleural fluid was performed, and 
hus te the presence of 10% of blood in the fluid apparently con- 
US Mthimmed the above diagnosis. Cyanosis rapidly gave place to increasing 
this until death ensued at 8.10 p.m. 
On post-mortem examination 9 ft. (2.74 metres) of small gut 
nd 14 in. (35 cm.) of transverse colon, together with mesentery 
nd omentum, were found strangulated in the left hemithorax. The 
it-like opening in the diaphragm, which could just admit two 
ffectingy agertips, was situated about 14 in. (3.75 cm.) to the left of the 
of the dome and 1 in. (2.5 cm.) anterior to it. There were 


ith the rm adhesions on the lung surface of the diaphragm between the 
al COtMiseura and the mesentery of strangulated gut. 

m, and Iam indebted to Mr. Lovelock-Jones, medical superintendent of 
ably OlfAmersham Emergency Hospital, for permission to publish this case, 
od aftead to Dr. Kurrein for the post-mortem examination. 

ococca R. P. SHiELps, M.B. 


SCESSES 


ound | . Yon Jaksch’s Syndrome in a Baby with 
Congenital Syphilis 


The following case report seems to be interesting enough to be 
or Case REPoRT 


ind WiE A 13-months-old baby girl was admitted to the children’s ward 
m Nov. 27, 1946, with a history of severe anaemia and bleeding 

bm the gums. She looked desperately ill and was very pale. 

bridge of the nose was depressed, and the gums were swollen 

Md bleeding. She was teething at the time. The lungs showed a 

n tredigmild degree of bronchitis. The heart action was regular but 
yne campecelerated, with a soft systolic murmur over the middle of the 
gaemum. The abdomen was somewhat distended, the spleen was 
apeally enlarged, and the liver was also enlarged, being palpable two 
ment pases below the costal margin. The temperature was 


nce Wm the blood count on admission revealed: haemoglobin, 38%; 
ress cells, 1,300,000 ; white cells, 39,200 ; morphology—polychromasia 
marked, anisocytosis, and poikilocytosis, a few megaloblasts ; 
differential count was: polymorphs, 65%; lymphocytes, 26% ; 

clocytes, 7%; reticulocytes, 2%. Coagulation time, 54 minutes; 
cing time, 3 minutes. A bone-marrow puncture was attempted, 

ve 1@ without success. The: child’s mother was suffering from 
Z. philis, had a positive Wassermann reaction, and was receiving 
s wimg ment. The baby also had a positive Wassermann reaction and 
7 Teceived antisyphilitic treatment. X-ray examination did not 


reveal the presence of rickets. A diagnosis of von Jaksch’s syndrome 
in a baby with congenital syphilis was therefore made. : 

Treatment consisted of a blood transfusion of 3/4 pint (425 ml.), 
and ferrous ammonium citrate, 5 gr. (0.32 g.), and vitamin C, 
5 mg., thrice daily. Great improvement was shown. On Jan. 23, 
1947, the findings of the blood count were: Haemoglobin, 75% ; 
red cells, 4,900,000; white cells, 15 ; morphology—poikilocytosis 
and a few megaloblasts; the differential count was: polymorphs, 
10% ; lymphocytes, 25% ; myelocytes, 5%. The bleeding from the 
gums had now stopped, and the spleen and liver had greatly decreased 
in size. The child made an uneventful recovery and seemed very 
well. She was discharged from the hospital on Feb. 7. 

We would like to express our thanks to the medical superintendent, 
Dr. R. A. Grant, for permission to publish this report. 3 

A. D. GrunserG, M.D.Vienna, 
Senior Resident Medical Officer. 
D. H. Gawitn, M.R.C.S., L.R.C.P., 
Birkenhead Municipal Hospital. Resident Medical Officer. 


Unusual Brain Abscess 


On May 29 a boy aged 6 was admitted in a shocked condi- 
tion to the out-patient department of this hospital. He had 
been injured five hours previously while fencing with another 


boy. The weapon used was a wooden board to which a nail’ 


was fastened. The parents noticed that the boy was very 
quiet and that he did not eat anything. On admission the 


patient was very sleepy; pulse 108 per minute, temperature _ 


98.2° F. .(36.8° C.), respiration rate 20 per minute. There was 
a small puncture wound above the right temple (right parietal 
bone). The wound was exuding blood mainly and also a small 
quantity of brain tissue. The pupils~were contracted, equal in 
size and shape; they reacted to light and accommodation. 
Slight external strabismus of the right eye was observed. Super- 
ficial tendon reflexes were brisk. Abdominal reflexes were 
present. Both hands twitched from time to time. The sensory 
system appeared normal. . 

One hour after admission the child became unconscious. The 
coma lasted about one hour. -He recovered consciousness after 
lumbar puncture. The cerebrospinal fluid was under great 
pressure ; fluid at first appeared colourless, but later some blood 
came away. X-ray of the skull revealed a circular depression 
fracture of the right parietal bone. The fragment of cortex 
was displaced inwards and forwards. During the following 
fortnight the boy seemed to improve generally and mentally ; 
however, from time to time the temperature used to swing 
from 97° F. (36.1° C.) up to 101° F. (38.3° C.). On three occa- 
sions it registered 102° F. (38.9°C.). During this period he 
had a full course of sulphamezathine for five days (65 tablets) 
and penicillin intramuscularly (50,000 units three-hourly). The 
slight squint in his right eye persisted throughout. 


On June 12 the wound started to discharge pus.' There were | 
no localizing. signs of an abscess present ; however, a provi- 


sional diagnosis of a brain abscess was made. 


On June 13 an incision was made over the perforation. The 

; skull was found to be very thin. The opening into the brain was 

enlarged and’ it revealed a large brain abscess pointing inwerds and 
forwards. Part of the brain was necrosed. A drain was inserted. 

Systematic penicillin therapy was continued with 50,000 units three- 


hourly, combined with local injections of penicillin 10,000 units, - 


“td.s., into the abscess cavity. For a few days the child seemed to 
improve, but later it was noticed that he was getting much thinner 
ia hed his appetite was poor. -He weighed then 2 st. 4 Ib. 
14. ). 

. In desperation we gave him cod-liver oil and insisted that he 
should have some nourishment; we succeeded, and in two weeks the 
child gained 1 Ib. 14 oz. (850 g.) in weight. y 

On July 7 he was discharged, cured, with a slight squint of the 
right eye still persisting. a7 sah 

The cardinal features of this case were: (1) unusual method 
of injury (nail) ; (2) relief of symptoms following lumbar punc- 

ture ; (3) absence of any localizing signs and symptoms of a 
brain abscess; (4) thinness of skull; and (5) the site of the 
abscess more or less coincided with the selected site of inci- 
sion. This was also another revelation of the healing powers 
of penicillin. 


I would like to thank Dr. R. Isaac, M.R.C.P., and C. J. Cellan _ 


Jones, M.D., F.R.C.S., for allowing me to report this case and for 
their co-operation and encouragement. 
J. 

Resident Medical Officer, 
Port Talbot and District General Hospital. 
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DIABETES, MELLITUS 


The Treatment of Diabetes Mellitus. By Elliott P. Joslin, M.D., 
Sc.D., Howard F. Root, M.D., Priscilla White, M.D., Alexander 
Marble, M.D., and C. Cabell Bailey, M.D. Eighth edition, 
thoroughly revised. (Pp. 861; illustrated. 50s.) London: 
Henry Kimpton. 1947. 


This excellent book is a mine of information on every aspect of 
diabetes mellitus. Knowledge of insulin continues to grow 
rapidly, and different opinions develop not only in different 
clinics but also in different countries. White and Pincus. have 
expanded their article on heredity and marshal the known facts 
very ably. They believe that the inheritance is by recessive 
Mendelian genes, and discuss the probabilities of inheriting the 
disease. frotm the marriage of a diabetic with a non-diabetic. Their 
conclusions should relieve the minds of many. Thus, if a dia- 
betic marries into a family where there is no history of the 
disease none of the children will develop it, although they will 
all be carriers. But if there is a history of the disease in the 
family of the non-diabetic parent and one child develops 
diabetes, the non-diabetic parent was a carrier and the other 
children of the marriage have a 50% chance of getting the 
disease if they live long enough. Joslin strongly believes that 
trauma is not an exciting cause of the disease, and experience 
in London during the recent war is against that hypothesis. It 
is generally admitted that trauma and excitement increase the 
insulin requirements of diabetics, and it is possible that a man 
with a disposition to diabetes might start the disease earlier as a 
result of the trauma. Joslin refers to a man who developed 
diabetes after trauma, but the presence of diabetes in the family 
in this instance was shown by the son’s developing it shortly 
afterwards. 

The section on the physiology and pathology of the disease 


- has been rewritten and contains much of interest. Our know- 


ledge of the interaction of insulin with anterior pituitary extract 
and with that of the adrenal cortex has been considerably in- 
creased. The reader should study the section on the blood 
sugar with care, remembering that in the U.S.A. the venous 
blood sugar is «usually estimated, in Britain more often the 
capillary blood ‘sugar. This probably explains why the fasting 
blood sugar of 130 mg. per 100 ml. is accepted as proving that 
a patient has diabetes, whereas this figure obtained from capil- 
lary blood may be compatible with a normal sugar tolerance. 
The diagnosis of renal glycosuria is not made unless every speci- 
men of urine.contains sugar, which implies that the threshold 
of the kidney for sugar is set below 80-120 mg. per 100 ml. 
It is difficult to understand why a patient whose sugar-tolerance 
curve is perfectly normal, rising perhaps from 120 to 160 or 
180 mg. per 100 ml. (capillary blood) and falling to normal in 
120 minutes, should be classed as a potential diabetic because he 
does not pass sugar before the test, the threshold of the kidney 
being set, at, say, 130-150 mg. per 100 ml. or so. This attitude 
entails rejection of the patient as a first-class life, whereas in- 
surance companies in Britain accept fully investigated cases at 
normal rates. Discussing the control of glycosuria, Joslin 
believes that it should be as complete as possible, especially in 
children. The blood sugar should be normal if possible, for 
that indicates that the disease is adequately treated. The 
maximum lfoss permitted in children should not be more than 
20 g. a day, and better none at all. However, he does not 
mention how often he fails to achieve this ideal. 

The section on the different kinds of insulin is interesting. 
Joslin uses the quick-acting insulin, which he calls regular or 
crystalline insulin, and the slow-acting protamine zinc insulin. 
He objects to using the slow-acting globin insulin, because of 
the likelihood of hypoglycaemia in the late afternoon, which 
necessitates taking “afternoon tea”—a meal peculiarly attrac- 
tive to English people, though not popular in the U.S.A. Joslin 
prefers to give the crystalline and protamine zinc insulin in 
separate injections, because he thinks that patients may make 
mistakes when these preparations are given in one injection. It 
is hard to believe that many of his well-trained patients will go 
wrong, since English patients attending hospital readily learn 


to do the requisite mixing in the syringe. He does not 
approve of the standard insulin containing mixtures of CrYStalling ore 
insulin and protamine zinc either 2:1 or 3:2, for which ee 
results are claimed by some in the U.S.A., partly because ye: 
to the varieties of insulin available and may cause serious e 
Another eng to standard mixtures is that different pada be du 
require different proportions of crystalline and pr tamine 3 : 
The sections on gangrene and infecticns of the extremities} ducks 
are interesting, and some important changes have Occurred pf of on! 
their treatment. The author carefully sets out the indicatj admin 
for local amputation of the toes, but though he mentions yes period 
the oscillometer he hardly stresses its value enough, Particular} of, the 
in cases in which the pulsation of the dorsalis pedis or Posterigy especia 
tibial arteries cannot be felt. It is now possible to perform, 
local.amputation of one or more toes instead of having jp 
amputate above the knee, and from 1942-6 this operation way stances 
performed in 54% of the cases—many more than in Previou| ther? i 
years. Recently trans-metatarsal amputations have been per mildest 
formed with success. This operation has been done because quptteated 


successful amputation of one toe might be followed a year gf The 
so later by gangrene of another. It is hoped that the bolgsppointec 
ampufafion in suitable cases will prevent recurrence, 
in cases of frank sepsis and after removal of gangrenous tqs§@s * ‘ 
greatly improves the prognosis. _ treatme 
This book gives an excellent account of the large amount gqstoW ® 
research which has been carried out in Joslin’s clinic, and wyyttect ‘ 
be studied with great respect. substan 
GEORGE Granay, pment © 

tree 

ENCEPHALOGRAPHY 


The Normal Encephalogram. By Leo M. Davidoff, M.D., ang fsome ¢: 
Cornelius G. Dyke, M.D. Second edition, thoroughly revised, Jand a d 
(Pp. 232; 155 engravings. 27s. 6d.) London: Henry Kimpton, Altos 


It is nine years since the first edition of this book was pub 
lished. Had it not been for Dyke’s untimely death in jgqqwartant 
the appearance of the second edition would probably not haga" 
been so long delayed. The task of revising the book aygamd mo 
incorporating new material thus fell to Davidoff alone, wi 
out the aid of a radiologist. 

He discusses very little new. work. He includes six ng 
illustrations, all planigrams (tomograms), omitting none off 


old ones. The author states that planigraphy promises to} te 
very valuable in diagnosis and seems to be particularly suitah§ Ltd. 


for studies of the skull and brain. We cannot help feelingd 
appointed that neither the illustrations nor the text substantia In the | 
this statement. He also stresses the importance of stereoscoge. 4 os 
which is so popular in America, but does not mention Lyshdlaj ss,“ 
technique, where stereoscopy is not used. Lysholm advocaig, 
always radiographing the air in the ventricles in at least 
planes without moving the head between taking the radiograp 
Whenever possible a projection is taken in a third pla 
the so-called half axial projection. By suitable manipulatig| 
of the head the ventricular system may be seen as a synthem 
whole. The reviewer, who has tried both techniques, has 
doubt that the Lysholm method is the superior, and that 
half axial projections are most useful particularly to 
experienced encephalographist. Davidoff has brought 
fairly extensive bibliography up to date, but there are cem 
important omissions such as that quoted above. oe 

The book remains the standard work on the subject, ant™ 

one practising neurology should fail to study its contents. 9 
Abnormal Encephalogram, a logical successor, is in proce® 
production, and we await its publication with great interé 
J. W. D. 
"Of the v 
EXPERIMENTAL NEPHRITIS 


Le traitement de la néphrite aigué par les antihistaminiques@pachine: 
synthése. Etude expérimentale et clinique. By ag a theref 


3 Swiss francs.) Basle: otogra 
hd drir 
This little booklet is a reprint of an article which appeal@aint po; 


1946 as Supplement XVIII of Helvetica Medica Acta. That eact 
suggests that it is about the treatment of acute nephriti gay. 
synthetic antihistamine compounds, but in fact the 3 
mostly cescribes attempts to treat and prevent experif 


; 
: 
- 
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seem “ic in animals. His thesis, presented in the first part of 
stalling gook, is logical encugh. There is considerable evidence that BOOKS RECEIVED. 
ich o nephritis, like experimental nephrotoxic nephritis, is an . 
8004 | human [Review is not precluded by notice here of books recently received] 


By ic phenomenon. The acute glomerular lesion is com- 
effect of histamine on capillaries, and may in fact 
be due to liberation of histamine during the anaphylactic or 
nine zing | allergic reaction. In the second part the author describes the 
; uction of nephritis in rabbits by nephrotoxic serum from 
tremitigg} ducks (Masugi nephritis), and attempts to show from a series 
curred @f of only four animals that the effects can be minimized by the 
dicati 7 administration of antihistamine preparations during the latent 
yns re riod between the injection of the serum and the development 
rticulate of the nephritis. The results are not entirely convincing, 
posterjge especially as one of the (untreated) controls developed only a 
erica very mild nephritis. The author then describes a larger series 
aving M (sixteen animals) treated by varied doses of antihistamine sub- 
tion wah stances: These experiments are rather more suggestive, but 
pre ther2 is still considerable overlapping in the results between the 
een oa mildest of *e untreated cases and the less successful of the 
cause they weated. 
a Year g The work would be more convincing if the author clearly 
re bole pointed out the uncertainty of his results. Though he does not 
Penicipgciaim any kind of proof, he frequently uses such expressions 
nous taf’ “these comparisons demonstrate very well the action of the 
“Treatment,” when in fact the reader is wondering if they really 
show anything of the kind. He then investigated the therapeutic 
fect of antihistamine compounds in animal experiments, the 
“substances being given at various intervals after the develop- 
RAHA, pment of the nephritis. Again there is some difference between 
‘Iihe treated and untreated cases, but hardly enough to convince 
the sceptic. Finally, he discusses therapeutic trials in cases of 


Mount ¢f 
and 


D., anf jsome cases a correlation between the administration of the drug 
revised, Jand a diminution in albuminuria. 

impton. | Altogether, we believe that the author, although not 
was pul extravagant in his claims, goes further than his evidence 
h in igqqvarrants. Nevertheless, a further trial in carefully recorded 
; not haghuman cases would seem to be justifiable, especially when new 
book aggand more powerful antihistamine remedies are available. 


one, vi ROBERT PLATT. 


MEALS IN FACTORIES 


Nutrition in Industry. (Pp. 177; illustrated. $1.50 or 6s.) 
ee International Labour Office. London: Staples Press 


ibstangaglla the early years of the war it was thought that improving 
Rutrition would increase the efficiency of workers. Many 
Lysholaff! sh workers entered industry who could not go home for 

midday meals and had difficulty even in getting packed lunches. 
in Britain meals in canteens were provided to increase the 
tions of factory workers. The International Labour Office 
as published an account of the actions taken by the Govern- 


SIX ne 
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r r ments of Canada, the U.S.A., and Great Britain to encourage 
| va he provision of meals in factories, to ensure that the meals 
, hal ere satisfactory, and to improve the workers’ dietary habits. 


4 that report includes examples of costs and menus. . 

On the whole employers were enthusiastic about the effects 
if canteen meals on production. In one experiment large 
@itamin supplements reduced absenteeism. In Canada in 1945 

was found that over half the employees in plants inspected 
arried packed lunches and only 12% had hot lunches in the 
actory canteens ; in the U.S.A. in 1944 nearly half ate packed 
nches. In Great Britain in 1944 just over a quarter of those 
factories employing over 500 ate hot meals in the canteens ; 
March of that year 17 million lunches of the meat-and-two- 
legetable type were served each week. In the U.S.A. only 27% 
Ff the workers had a lunch break of over half an houre In 
nada the lunch time varied from 15 minutes to 1 hour and 20 
inutes ; in some factories the workers did not leave their 
achines. The number who continued to eat packed lunches 
therefore not surprising. Dr. Donald Hunter may note a 
Otograph of painters in a Canadian aircraft works eating 
nd drinking their protective milk at the bench among the 
aint pots. A study of the food eaten in logging camps showed 
7 . teach man received the equivalent of 5,311 to 6,425 calories 

ay. 


ly to 


J. R. MARRACK. 


acute nephritis in human subjects. Here there appears to be in. 


Ellis’s Anatomy. Revised and Edited by J. A. Keen, M.B., 
F.R.C.S. (Pp. 487. 42s.) London: John Murray. - 1946. 

A manual of dissection for medical students; includes new material 
on applied anatomy. 


Practical Emulsions. By H. Bennett. 2nd ed. (Pp. 568. 48s.) 
Brooklyn, N.Y.: Chemical Publishing Co., Inc. London: Chap- 
man and Hall, Ltd. 1947. 


A textbook of colioid chemistry for the practical worker. 


Arthritis and Related Conditions. Edited by T. F. Bach, M.D., 
F.A.C.P. (Pp. 472. $6.50 or 36s.) Phiiadelphia: F. A. Davis 
Company. London: H. K. Lewis. ~ 1947. 

An account of arthritides for the general practitioner, with emphasis 
on the details of treatment. 


Statistical Methods in Research and Production. Edited by 
Owen L. Davies, M.Sc., Ph.D. (Pp. 292. 28s.) Published for 
Imperial Chemical Industries, Limited. London: Oliver and Boyd. 
1947. 


A practical handbook of statistical methods for scientific and 
industrial research workers.’ 


Artificial Respiration: The Schafer Method. 5th ed. (Pp. 71. 
Is. 6d.) London: The Royal Life Saving Society. 1947. 

An illustrated manual on artificial respiration with an outline of the 
relevant physiology. : 
He Loved Freedom. By Sidney Fairway. (Pp. 224. 9s. 6d.) 
London: Stanley Paul and Cq., Ltd. 1947. 

A novel by the late Dr. S. H. Daukes (Sept. 13, p. 435). 

= of Allergy. By H. L. Alexander, A.B., M.D. 2nd ed. 
(Pp. 255. 18s.) London: Henry Kimpton. 1947. 

Includes new material on the antihistamine drugs. 


- The Electrical Factor in Metabolism. By W. N. Abbott, M.C., 


M.B., B.S., and E. F. Fowler, M.B., Ch.B. 3rd ed. Wellington, 
New Zealand. 1945. 

A collection of articles, including discussion of the Scalebuoy 
apparatus. 


- Does Science Deny God? By C. L. Bishop. (Pp. 121. 6s.) 


Bournemouth and London: William Earl and Co. 1947. 

The author’s “ present object is to show that scientific knowledge is 
“not antagonistic to a belief in the existence of a universal mind or 
force.” 


Creation’s Heir. By Harold Dearden. (Pp. 160. 12s. 6d.) 
London: Andrew Melrose, Limited. , 

A discussion of the mind, its effective or clumsy -thinking, with 
suggested remedies for various maladies, social as well as mental. 


Science in Transition. By A. W. Haslett. (Pp. 244. 10s. 6d.) 
London: Christopher Johnson. 1947: 


An account of- recent scientific developments, particularly those 
made during the war. 


Food and Health. By Henry C: Sherman. (Pp. 290. 20s.) New 
York: The Macmillan Company. 1947. 

An account of food and its utilization in the body, intended for 
housewives and dietitians. 


Rheumatism ahd Soft Tissue Injuries. By James Cyriax, M.D., 
B.Ch. (Pp. 410. 42s.) London: Hamish Hamilton. 1947. : 
Discusses painful soft-tissue lesions resulting from injury or com- 
monly termed “ rheumatic,” their accurate localization, diagnosis, 
and treatment. 


Design of Accounts. By F. Sewell Bray, F.C.A., F.S.A.A., and 
H. Basil Sheasby, F.C.A., F.S.A.A. 2nd ed. (Pp. 270. 12s. 6d.) 
London: Geoffrey Cumberlege. 1947. 

Describes the proper preparation of accounts and how to present 
them. 


Victory Over Pain. By Victor Robinson, M.D. (Pp. 338. 16s.) 
London: Sigma Books. 1947. 


A history of the development of anaesthesia. 
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A new international medical society—the World Medicab 
Association—was formed on Thursday, Sept. 18, and on 
the afternoon of that day held the first meeting of its 
General Assembly. It is, in effect, the direct successor to 
the A.P.I.M.—Association Professionelle Internationale des 
Médecins. -The past few months have witnessed a revival 
of many international medical and scientific congresses, cul- 
minating this month in the remarkably successful meetings 
in London of the International Conference of Physicians, 
presided over by Lord Moran,. and of the International 
Society of Surgery, presided over by Dr. Leopold Mayer. 
The two congresses in London were distinguished by the 
presence of eminent physicians and surgeons from all over 
the world, by the high level of the scientific contributions 
made at them, and by a cordial atmosphere of friendliness 
which surmounted all difficulties of race and language. The 
_ meeting of the World Medical Association in Paris last 
week was unfortunately not permeated with the same spirit. 
Although it added to its six laudable objects a seventh— 
' “To promote world peace ”—peace at the meeting itself 
was On many occasions preserved with difficulty. It may, 
however, turn out to be a good thing that this: new organiza- 
tion was formed in an atmosphere free from illusions. But 
it would be wrong to put a gloss upon the facts or to pre- 
tend that those present left the meeting with the feeling 
that the foundation-stones. had been well and truly laid. 
The meeting was divided into two parts. The first was 
a Conference of Delegates of National Medical Asso- 
ciations, which was presided over by Sir Hugh Lett, Dr. 
Charles Hill and Dr. P. Cibrie acting as joint secretaries. 
The proceedings began with a speech by the French 
Minister of Health, who welcomed the presence in Paris 
of the medical representatives of close on fifty nations. He 
said that the State had to concern itself with the physical 
and moral condition of the citizen, and he looked forward 
’ to hearing the results of the deliberaticn of the meeting 
on the relationship between the State and the doctor—a 
deliberation which unfortunately did not take place, as 
the protracted discussions on procedure and other matters 
did not allow time for the debate on this subject which 
should have been opened on Thursday by Dr. Guy Dain: 
‘there was time only for a series of short Statements on 
Saturday aftefnoon. After the Minister of Health left, 
Dr. T. C. Routley gave a report of the activities of the 
Organizing Committee and hoped that the Assembly would 
approve the results of its labours. The task of the first part 
of the meeting was to decide on the Articles and By-laws of 
the proposed World Medical Association. These had been 
drawn up by the Organizing Committee and circulated to 
those present in English and French, the two official 
languages of the W.M.A., to which by the end of the meet- 
ing it was agreed that Spanish should be added. It soon 
became evident that many of the delegates of the 48 


some anomalies between the By-laws and the Articles 


countries represented wanted to modify some of 
Articles and By-laws, and that the Conference did at ted : 
succeed in agreeing upon these was due Principally tg 
patience and tactful handling of the meeting by Sir " 
Lett and the unruffled demeanour of Dr. Routley, 
delegate from Cuba, for example, wanted to change 
name of the W.M.A., and the delegate from Turkey 5 i 
posed that pharmacists and dentists should be admitted » 
membership ; the Bulgarian delegate wanted to add anos 
object—namely, that the W.M.A. should promote os 
and prophylactic medicine. 7 

It should, perhaps, be pointed out that the two Principg 
objects of the W.M.A. are the first and the third, which re 
thus : 

(i) To promote closer ties among the national mede 
organizations and among the doctors of the world by pw 
sonal contact and all other means available ; 

(iii) To study and report on the professional problems whi 
confront the medical profession in the different countries 


The W.M.A., in other words, would appear to be eg 
cerned principally with all those matters which are summs 
up under the term “ medical politics.” There: was gon 
confusion about whether the W.M.A. should be compos. 
of representatives of different countries or of differs 
national medical associations. If one country could secy 
the admission of delegates from several national medic 
associations then its votes would outnumber those of} 
country with representatives from only one national medi 
cal association. It was decided that each national medic 
association should have two votes, one for each of the 
delegates, and two votes for the one delegate if the seca 
was unable to be present. Eligibility for membership 
defined by Article 5, as follows : as 

(i) Those medical associations which sent delegates { 
observers to the International Medical Conference in Londe 

_in September, 1946 ; and 

(ii) Any other national or territorial medical) associatig i 
which is fully representative of the medical profession in 

country or territory or of the members of the medical g 

fession of a recognized ethnic group in its country or 

After prolonged discussion. the latter sub-section 
passed unaltered. 

By the end of the first day the Conference had been ii 
able to finish its discussions on the Articles and By-a 
This was due principally to the frequent interventions 
the delegates of the South American countries, who ad 
as a bloc under the leadership of the delegate of the 
cal Association of Costa Rica. It was highly regrett 
that the fashion of voting by a bloc was introduced at 
and it seemed that the meeting was beginning to imi 
some of the worst features of U.N.O. At one point! 
meeting was persuaded to vote in favour of a resolu 
that the Secretariat should be members of the Exec 
Council, but on the second day it had the sense to re heme 
the absurdity of this decision, and agreed on a motiostg*tered 
Dr. Dain that the Secretariat should act as the sermmpossibi 
of the Council and not as a member of it. In various@® free 
cussions on the By-laws it became clear that the Conferag’0™ # 
was anxious that the General Assembly of the W.Magme cir 
should not devolve too much of its responsibility upomly gift f 
Council. The Indian representatives, who made more 


one helpful contribution to the discussions, pointed’ ven 
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of what needed stressing, that the unit of membership 
dat lag is a national medical association and not a country, 


ly to tl ft was not until 3.30 p.m. on September 18 that the dis- 
it Hug cussion on the Articles and By-laws came to an end. But 
*Y. Thi at least the meeting had the satisfaction of thrashing out 
ANge thy ail points of difficulties, and just how acute some of these 
key pr points were may be illustrated by the fact that one Byelaw 
Nitted gf was by vote successively deleted, then restored, and then 
| anoth in. 
OC} inst meeting of the World Medical Association 
proper, which occupied the second half of the Proceedings, 
princiga pr, Charles Hill was appointed Acting Honorary Secretary, 
lich teafand Dr. Routley, who took the Chair until a new President 
was elected, observed that it was necessary to take the 
 medigf credentials of those delegates who had not yet presented 
| by pel them. This formal and routine procedure led to a series 
of regrettable incidents which were finally resolved in a 
ms whidh gianner which made it look as if the General Assembly was 
untries, | fouting By-law No. 44, as follows: “ A Delegate shall be 
be conf person who is medically qualified and a member of the 
summed association he represents, and he shall be ordinarily resi- 
aS $6 , dent in the territory of that association.” At one point all 
ompoupihe delegates of the South American countries left the 
diff chamber and subsequently returned, deftly piloted by 
id secu Dr. Cibrie. Prof. Marquis, who is Director of the School 
sediapof Medicine of Rennes, was elected the first President, and 
se of ably conducted the first meeting of the General Assembly. 
al meg At the end of the meeting Dr. Routley was elected 
media} Chairman of the Council. 
‘the tyy With all the delegates once more present in the chamber 
> seconpthe Treasurer, Dr. Leuch, of Switzerland, presented his 
ership grePort. He pointed out that the funds from the subscrip- 
Ttions of the various national member'associations were in- 
sie Jadequate for the tasks of the W.M.A. and reported to the 
“Londaf meeting the generous offer made by the American delegates 
of $50,000 a year for five years. To this gift certain condi- 
sociatiog ions were attached, and because of these conditions feel- 
ion in gs Once more ran high. It is not unreasonable or unusual 
lical png for conditions to be attached to a gift of money ; yet some 
itoms delegates felt that the gift should be free from conditions. 
ion wa Others objected to certain of the conditions. They were 


put to the meeting in the form of a recommendation by ~ 


been ug he Chairman of the Organizing Committee. Briefly, they 
By-laygere that the money should be used for (i) the salaries 
tions @of the Secretary and other officials of the clerical staff, 
ho ace) the rent and rates of the headquarters office, and (iii) the 
1e Melgeost of publication of the W.M.A.’s official bulletin or 
grett journal. (It was subsequently agreed by the meeting that 
.d atthe money should also be used for the travelling expenses 
, imitagof the Council.) Another condition was that the Head- 
ointieq@arters of the W.M.A. should be in North America, the 
solusmgesact location to be determined by Council. Still another 
xecummeondition was that the Council be instructed to work out a 
> re@imecheme of associate membership; this was subsequently 
otionptitered to the effect that the Council should explore the 

possibility of arranging for gift funds for the W.M.A. to 
ious dig?’ free of income tax. Dr. L. H. Bauer, one of the delegates 
nferamom the U.S.A., gave to the meeting a clear exposition of 
W.Mame circumstances of the gift. It was, he emphasized, not 
pont sift from his member association, the American Medical 


ore tip4ssociation, which had many heavy financial commitments. 
ited gg-2e Money had been offered by friends of the A.M.A.— 


clesametincipally, it appeared, industrialists anxious to promote 


the interests of the W.M.A. The disbursement of the 
money would be under the control of a committee in the 
U.S.A. composed of five doctors and four laymen. If the 
business donors could be admitted under a scheme of asso- 
ciate membership, Dr. Bauer said, they should have the 
right to attend meetings but not, of course, the right to 
vote. Dr. Bauer finally said that in certain circumstances, 
which would, however, be highly unlikely, the American 
finance committee might withdraw the gift. The “first 
speech of opposition to this proposal was made by Dr. P. B. 
Mukerji, President of the Indian Medical Association. He 
expressed his appreciation of the generosity of those who 
had made such a large sum of money available to the 
W.M.A. but doubted whether it should be accepted under 
such terms. He felt that the W.M.A. should work out its 
own salvation even if it meant that much of the work 
would have to continue to be done on a voluntary basis. 
The debate on this controversial subject continued on the 
Friday. Irrespective of the conditions of the gift, it was 
decided that the Headquarters of the Secretariat should be 
in North America. This decision having been taken, the 
debate continued on whether to accept the American gift 
with amendments to the terms. The important amendment 
was that which deleted the reference to working out ‘a 
scheme of associate membership. By the counting of hands 
31 voted for accepting the gift, and 32 against. A recount 
being necessary, it was suggested that this was an un- 
satisfactory method of arriving at a conclusion, and the 
Assembly departed for.a visit to Versailles, on the agree- 
ment that a further and more strictly controlled vote should 


be taken on the following day, when, some members’ 


abstaining from voting, the General Assembly voted in 
favour of accepting the handsome gift of $50,000 a year 
for five years. 

If this gift had not been accepted it is doubtful whether 
the W.M.A. would have remained in being. It is perhaps 
a commentary on the unsettled economy of the world that 
the W.M.A., which represents some 500,000 doctors, could 
not raise sufficient funds to carry on its own work unaided. 

It remains to be said that in the midst of controversy on 
procedure and finance the General Assembly entered into 
a non-controversial atmosphere when it condemned the 
crimes committed by German doctors. It had before it a 
document drawn up by the Council of the B.M.A. under the 
heading “‘ War Crimes and Medicine,” and it listened in 
sympathy to an address on this subject by Prof. Charles 
Richet, who had himself been in a German concentration 


camp. He was followed by one of the Greek delegates, : 


who, at the end of his address, asked the meeting to stand 
in memory of the Greek doctors killed by the enemy. It 
was finally agreed that German delegates should not be 
admitted to the W.M.A. until organized medicine in Ger- 
many condemned the past criminal acts,of German doctors. 

We have tried to give a faithful account of what hap- 
pened last week at this highly important conference held 
in Paris in the Domus Medica, the Headquarters of the 
Confédération des Syndicats Médicaux Francais, which 
throughout the Proceedings acted as a most generous host. 
It is important, we believe, that the various difficulties 
attending .the establishment of the W.M.A. should be 
known so as to be understood. It had set its hand to a 
great task, and if it is to achieve its highly important objects 
it will have to secure the good will of the various national 


— 
: 


~ 


500 Serr. 27, 1947 


HAEMATEMESIS | 


medical associations in all parts of the world. If these asso- 
ciations, through their delegates, come to the meetings of 
the Council and of the General Assembly in a factious 
mood then the prospects of success are not bright. Much, 
of course, will depend upon the hard work, tact, and ability 
of the permanent Secretary, who has yet to be chosen. 


HAEMATEMESIS 
Haematemesis is a subject which can always be relied upon 
to cause a lively discussion at any medical meeting, while 
in the literature comment and counter comment have been 
at times acrimonious. In his Goulstonian Lectures for 
1947, the publication of which we conclude in the opening 
pages of this issue, Avery Jones has given a comprehensive 
and up-to-date account of the subject based on a personal 
series of 687 cases admitted to a municipal hospital between 
June, 1940, and January, 1947. He exposes certain fal- 
lacies which have crept into modern thought, and he has 
important observations to make upon what must always 
be the core of the problem—the early recognition and 
treatment of those cases in which the bleeding is likely to 

be dangerous. 
There are errors in the statistics of haematemesis which 
are not generally realized. The literature is comprised of 


three types of series—mass hospital statistics, collected series, | 


and individual series. Only the last of these are acceptable, 
and they may be misleading because of the small numbers 
recorded, the different criteria of diagnosis used, and the 


‘type of case which is excluded. Surgical cases are com- 


monly discarded, and in some series even fatal cases are 
ruled out, on account of complications which in many 
instances should be attributed to the treatment. A further 
drawback is that small series are often published in order 
to illustrate a particular form of therapy, and, as such, they 
will record successful rather than unsuccessful methods, 
with a consequent distortion of the over-all mortality. Four 
major variables must be considered in any discussion on 
haematemesis : social status, age, sex, and the type and 
position of the lesion. Ignorance of any one of these 
factors may lead to muddled thinking. For instance, the 
surgeon may reassure himself, and his patients, that the 
mortality from gastrectomy for haemorrhage is low, where- 
as analysis will show that this is only true below the age 
of 40 years, after which age the hazard is much increased. 

There was a considerable increase in the number of 
deaths from haematemesis between the wars ; it reached a 
maximum in the early 1930’s and has since declined. This 
increase may be attributed to the virtual disappearance of 
acute ulcers among young women and their replacement by 
chronic ulcers in men over 40. The subsequent decrease 
in mortality Avery Jones considers to be due to the intro- 
duction of the drip blood transfusion and to the use of 
liberal feeding. Some workers have emphasized the pos- 
sible dangers of blood transfusion in haematemesis. They 
claim that the blood pressure may be raised unduly and 
bleeding restarted. The present series gives no support to 
such a view. Provided that the known dangers are guarded 
against, transfusion is recommended, the aim being to 
maintain the haemoglobin above 40%. This is a view 
which is generally accepted to-day. Cautious transfusion 
is regarded as an insurance against disaster should haemor- 


rhage recur, and it ensures that the patient ig better 
to stand operation if this should be required, 

Copious feeding for patients who have Tecently hag 
brisk haemorrhage from the stomach or duodenum 
first advocated by Meulengracht, and in this country 4 
modification elaborated by Witts is becoming increasineh 
poplar. It is maintained that a purée diet does not incre, 
the risk of recurrent bleeding and that it improves 
patient’s general condition and so promotes healing. Ave 
Jones finds no evidence to suggest that liberal feeding 
more than blood transfusion, causes recurrent ha ma 
rhage. But in 32 out of the 45 cases examined post more 
an exposed vessel was seen. These patients had died afel 
several recurrent bleedings, and it is pointed out that at ope: 
ation these pouting vessels spurt with blood when they ap 
touched ; may they not do so when semi-solid food moy 
up against them? It is not always.possible to give pup 
right from the beginning of treatment, because of the pop 
general condition of the patient, or because of nayss 
or perhaps because of the persistence of pain—always 
serious feature. In such circumstances Avery Jones recog 
mends two-hourly feeds of 7 oz. (200 ml.) of milk. 
is a sound suggestion for, as Izod Bennett and his Colleages 
pointed out, in haematemesis the digestive functions 
gravely disorganized, and it may be unwise to demand fro 
the diseased organ the additional work which the digestic 
of semi-solids may entail. 

Whatever regime is adopted the prevention of dehydr 
tion is important, and Marriott’s dictum,’ that a patie 
should pass every eight hours a pint of urine (568 ml.) coy 
taining 5 g. of chlorides per litre, should be remember; 
From a study of the post-mortem records of patients wh 
died before the introduction of massive transfusion ar 
early feeding Avery Jones concludes that dehydration y 
the cause of death in many, though the high levels of { 
blood urea suggest another possibility. Darmady* }; 
shown that the renal changes observed in traumati 
uraemia may also be found in any condition in whid 
a state of shock occurs. Such changes have been describ 
in haematemesis, and it may well be that early and adegu 
resuscitation is.even more important than early feeding 

A gastroscopic study was made of cases in which the 
was no radiological proof of peptic ulcer, and the re 
are of considerable interest. Avery Jones is at pains 
explain that early gastroscopy is not recommended # 
routine measure, but here it was undertaken as part 
“‘a definite clinical investigation.” The examination 
successful in 116 out of 217 cases. In 30 the mucost 
the stomach was found to be normal ; in. 86 there 
pathological changes, and this group included 65 case 
which there was a gastric ulcer. Of the acute ulcer 


‘were superficial, flat lesions, with little or no surroun 


oedema. There were no generalized changes in the gait 
mucosa, and in 5 instarices the ulcer was accompanie 
a histamine-fast achlorhydria. These acute ulcers sel 
proved fatal. In some cases they gave rise to no sympt@ 
but more usually there was a history of bouts of epiga 
pain lasting from a few days to a few weeks. These les 
cannot be shown radiologically, and this study ¢ 
sizes yet again that a negative skiagram in a patient 


1 Lancet, 1942, 1, 551. 
2 B-itish Medical Journal, 1947, 1, 328. 
3 Brit. J. Surg., 1946, 34, 262. 
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>tter ive symptoms must not be taken as evidence against in the coronary vessels. Acetylcholine constricts the 
able suges saa. coronaries, and Banting and Hall suggested that the 


degeneration was due to this constriction. They pro- 


ly had © The many duced similar cardidc lesions by chronic stimulation of 
MUM Wael ject of haematemesis have Clear site Asay 7 the vagus (for 31-70 hours) under light nembutal anaes- 
th} extent, and most climscsans the thesia ; the heart rate was decreased, but the other effects 
Teasingh| tance of reassuring the patient, of rapid resuscitation, and were the same as those following the injection of acetyl- 
t increagl of the maintenance of a safe haemoglobin level, with the choline. Here again they believed that the myocardial 
OVeS th! prevention of dehydration. Attention should now be degeneration was due to coronary constriction. 
. Avent directed to the best means of diagnosing early and treating Kyser, Ginsberg, and Gilbert’ considered that the myo- ; 
ding, ayy} adequately those patients who have large indurated ulcer cardial degeneration caused by large doses of digitalis. 
haemo} craters in the floor of which lies a thickened and eroded might also be due to coronary constriction, and might there- 
t Morten! vessel. Age appears to be important. Below 45 years — fore be prevented if the digitalis was given together with a 
ied afl exovery is probable, even though brisk bleeding recurs “Powerful coronary-dilator. They gave a digitalis prepara- 
t ator dmission to hospital. Good clinical evidence of tion called digiglusin to seven dogs for periods varying : 
after a Mage ‘ , from 21 to 86 days ; in all seven they observed myocardial 

they ap ic ulceration is to be expected: persistenee of pain ‘ > er I 

chronic degeneration. To five dogs they gave digiglusin together 
1d moval js suggestive, as is evidence of general arteriosclerosis, and with aminophylline (about 80% theophylline and about 
fe Purl g history of recurrent haemorrhage is characteristic. In 12% ethylene-diamine) 3.75 gr. (0.25 g.) twice daily. The 
the poof many of these cases there can be no argument as to the best hearts of these dogs after 17 to 37 days were almost normal 
Nausea method of treatment; complications such as great age, and practically free from degenerative changes. Theo- 
always q@ severe emaciation, and cardiac or pulmonary disease will bromine sodium acetate protected three out of five dogs 
$ Tecomi preclude surgical measures. In others, however, surgery but not the other two. Papaverine hydrochloride had no 
Ik. Thi offers considerable hope. Two provisos must be observed: Protective action. The evidence suggests that myocardial 


olleag ecision to operate must not be delayed until the ‘generation does arise from coronary constriction and that 
ofa a “ theophylline can prevent it when such degeneration is 


‘ONS arg patient is in extremis, and his general condition must be ap pont ese 
ind from! such that he may be considered to have a fair chance of caused by excess of digitalis. 
digestiog standing a partial gastrectomy. Observing these rules, 


Avery Jones records successful operations in 6 out of 7 

dehydn| cases. The only fatality was in a man of 75 years. From ATTACK ON DISSEMINATED SCLEROSIS 

these figures another point is made clear—the surgical skill Research into the aetiology of disseminated sclerosis is 

required is of the highest order. attracting attention again, and there has recently been set up 

in the U.S.A. an organization called the Association for * 

Advancement of Research on Multiple Sclerosis, Inc. This 

is a lay body, financed from voluntary sources, under the 

PREVENTION OF CARDIAC LESIONS DUE TO honorary chairmanship of Dr. Tracy J. Putnam and with a 
DIGITALIS board of medical advisers. It will collect funds for research, 

When large doses of digitalis are given to animals daily gather and co-ordinate“information, and educate the general 

4 fora period certain lesions of the myocardium result. It public. The Association proposes immediately to, inves- 

now appears that the administration of aminophylline will 84te whether the disease occurs more, frequently-—as the 

prevent the appearance of these lesions ; this finding may figures indicate—in the northern areas of Europe and the 

# have a clinical application. : Western Hemisphere than in Mediterranean and tropical ~ 

The story begins with Biichner’s observation! in 1934 lands. It has also arranged to finance a three-year inves- — 

eding | that cats treated with large doses of digitalis glycosides “84tion at the Neurological Institute, New York City, into 

ich thes show degenerative changes in their heart muscle, particu- * the possibility that the disease Passe allergic, manifestation. 

e resilg larly in the papillary muscles of the left ventricle, where Among other work to be studied are that of Putnam sug- 

pains @ the muscle undergoes necrosis. Similar observations have gesting a vascular mechanism, and the isolation by Mar- 

been made by later workers.2* Dearing, Barnes, and gulis, Soloviev, and Schubladze* of naga from cases of 

Essex* found such changes after giving cats an initial dose acute disseminated encephalomyelitis. The : New York a4 

of digitoxin equal to 0.3 of the lethal dose, followed by State Department of Health has offered facilities for exam- - 

daily doses corresponding to 0.3 to 0.6 g. digitalis leaf for —s the cerebrosp inal fluid from cases of disseminated 

aman. They observed degeneration of the myocardial sclerosis. , The Association will presumably also investigate 

fibres and haemorrhage ; exudative cells appeared later, and the relationship » if rig de between human disseminated 

cas#™@ when these disappeared the connective tissue cells pro- anne and swayback in lambs, reported by Russell and 

liferated. Banting and Hall’ and their colleagues made others. 

two other observations. They gave dogs intravenous injec- Many sufferers from the disease = the U.S.A. and Canada 

tions of 50 mg. acetylcholine by slow infusion into a leg have formed clubs under the auspices of the Association to 

vein. ‘Curiously enough, the effect. on the heart rate was bring voluntary relief to those in need and to contribute 

acceleration, but the effects on blood pressure, on breath- funds for research. A.A.R-M. ‘S. Forward is a bulletin sup- 

ing, and on the intestines were those expected. The blood plying members with the latest informat‘on, and the Associa- 

pressure fell, and there was dyspnoea, cyanosis, salivation, - tion also nr educational vor hiets. This co-operative 

vomiting, and diarrhoea. These large doses were given effort b y medical men and their patients is commended to 

daily until the animals died. Their hearts shewed perma- those in this eoueary who are interested. They may obtain 

istit: damage—hyaline degeneration and some. thrombosis further information from the Executive Secretary of the 


Association, New York Academy of Med'cine Building, ; es 
Fifth. Avenue and 103rd Street, New York, 29. 
3 J. Pharmacol., 1942, 76, 1. ‘ 


4 Amer. Heart J., 1943, 25, 648. ? Amer. Heart J., 1946, 31, 451. : 
5 Canad. med. Ass. J., 1936, 34, 9. 8 J. Neurol. Neurosurg. Psychiat., 1946, 9, 63. 
6 Ibid., 1937, 37, 314. . ® Brain, 1947, 70, 50, and see annotation in last week’s Journal, p. 460. 
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INTERNATIONAL SOCIETY OF SURGERY 
TWELFTH CONGRESS IN. LONDON 
(Continued from p. 467) 


The congress of the International Society of Surgery continued 
its London meeting until Sept. 20, after which a number of the 
members travelled to Edinburgh to fulfil a further programme. 
In addition to the scientific discussions visits were paid to many 
London hospitals, and on the last afternoon there was a pil- 
grimage of homage to places connected with Hunter and Lister. 


Vascular Surgery 

On Tuesday morning, before a crowded audience in the Great 
Hall of B.M.A. House, Prof. René Leriche (Paris) opened a 
discussion on the progress of vascular surgery, expounding in 
a masterly way the physiology and pathology of the arteries, 
and surgical principles and methods. He spoke particularly 
of the management of chronic obstruction of the large arteries 
of the limbs. He was followed by Dr. Sousa Pereira 
(Oporto), with an account of sympathetic innervation and the 
treatment of embolism and cerebral thrombosis, and also the 
influence of sympathetic innervation on the development of 
collateral circulation. 

Dr. J. R. Veal (Washington) said that some years ago in the 
States it was found that in the group of diabetic and arterio- 
sclerotic patients who had undergone leg amputation for vas- 
cular gangrene the mortality following operation was about 
. 40%, and the most important factor was pulmonary complica- 
tions. Further study suggested that pulmonary embolism was 
the cause in the majority of cases, but such pulmonary 
embolism had been almost completely eliminated and. the 
mortality brought down to 10-13% by the precaution of a 
preliminary higher ligation of the saphenous vein. The un- 
operated leg often also gave trouble, and now the practice was 
to make a bilateral ligation of the saphenous vein in these 
patients, with a further reduction in mortality. 

Mr. Dickson Wright (London) reported two cases of thrombo- 
angiitis obliterans with sudden onset of claudication. Arterio- 
graphy showed that the femoral artery was obstructed only 
for 3.8 cm. in the one case and 5 cm. in the other just above 
the knee, and the rest of the arterial system seemed to be in 
good order. In both cases he dissected the body of the artery 
and interposed a graft from the saphenous vein. He took the 
vein which lay alongside the thrombosed artery, moved it 
slightly over without detaching it from its surroundings, and 
placed it between the two ends of the artery. The results were 
perfect, and the patients had done extremely well and had lost 
their claudication. 

Dr. L. G. Herrmann (Cincinnati) described the use of what 
was known as the vitallium cuff in reconstructing the circula- 
tion after arterial injuries caused by gunshot or stab wounds ; 
Prof. Dos Santos (Lisbon) and others discussed special tech- 
niques, and Dr. Servelle (Paris) gave a remarkable demonstra- 
tion of contrast methods in arteriography, venography, and 
lymphography. 

Surgical Treatment of Congenital Pulmonary Stenosis 

The congress gave an ovation to Prof. Alfred Blalock, of 
Johns Hopkins Hospital, Baltimore, who gave a more extended 
presentation of his operation for congenital pulmonary stenosis 
than he had given to the International Conference of Physicians 
the previous week. Up to 1938 there was no satisfactory treat- 
ment for any type of congenital heart disease. Since then an 
advance had been made in each of the major groups—patent 
ductus arteriosus, coarctation, and pulmonary stenosis. The 
tetralogy of Fallot accounted for about 75% of cyanotic 
children over the age of two. The object of his operation 
was to anastomose a systemic vessel in whichAhere was a higher 
pressure and in which also there was unoxygenated blood to 


one of the two pulmonary arteries in which the pressure was , 


low. On the right side either the innominate or the carotid 
or the subclavian could be used, and on the left side either the 
left subclavian or possibly the side of the aorta. The point 
was to connect the systemic and pulmonary circulations. He 
usually carried out an end-to-side anastomosis so that the blood 
could go to both lungs instead of only to one, but occasionally, 


‘done. Most of the operative procedures had 


when a pulmonary artery was encountered which was too small 

to admit the end-to-side, an end-to-end anastomosis had to be 
been 

on the right side for the reason that the ianominate Ga of 

the right in most patients, and he preferred to use the sub. 


_ Clavian branch of the innominate rather than the subclayj 


which arose directly from the aorta, because it made a 
angle. ‘In 25% of these patients.the aorta descended on the 
right instead of on the left, in which case the innominate 
on the left and an incision had to be made on that side if it 
desired to use the subclavian branch of the innominate be 
‘ Prof. Blalock showed a film of the entire operation—the 
ligation of the azygos vein, the division of the iasti 
pleura, the exposure of the right pulmonary artery, the expo. 
sure of the innominate artery from under the superior vena 
cava, and the anastomosis between the end of the subclavian 
and the side of the pulmonary. He said that in half the patieny 
the procedure was as easy as it appeared on the screen in a 
number it was rather more difficult, and in a few it was 
difficult indeed. By a fortnight after operation the cyanosis 
had usually disappeared; the disappearance of the clubbing 
of the fingers occurred later. In 474 cases submitted to oper- 
ation there had been 86 deaths, but 18 of the deaths followed 
exploratory thoracotomies in which it had been impossible to 
find a pulmonary artery. In the last 38 successive cases there 
had been no death. Most of the patients who had survive 
the operative procedure had markedly improved, and some of 
them who could walk only a few steps before operation wer 


‘now able to walk miles. He showed two patients, a girl aged 3 


and a boy aged 9, who had recently undergone this operatj 
They appeared quite normal children. 3 —s 

Dr. P. Sandblom (Stockholm) said that this was one of the 
most brilliant and exciting advances in modern surgery. Jy 
Stockholm Blalock’s operation had been carried out in eight 
cases; there had been three deaths. . Unlike Blalock, they 
always heparinized the patient. He thought it wise to start ig 
that way ; no doubt when the technique had been fully mastered 
heparin need be used only as Blalock used it—very rarely, 
Although it might be thought a risky operation, when the cases 
before and after operation were seen there was every encourage 
ment to pursue it. 


War Injuries of the Lungs 
On Wednesday Dr. Bastos-Ansart (Barcelona), speaking ip 
Spanish, described the results of early operation on pulmonary 
war wounds. His experience was based on the Spanish Civil 
War, where surgeons had to work under special difficulties, in 
small teams and with sparse equipment, having largely to 
depend upon their wit in improvisation, though they certainly 
had the advantage of being able to get to their patients ina 
very short time. In cases in which the wounds were limited to 
the lungs an extremely conservative surgery was practised. The 
lung itself was able very well to deal with infection. Aspiration 
was carried out, but only partially, and his experience was that 
bleeding tended to restart as a result of such aspiration. If, of 
course, there were multiple wounds immediate surgical inter 
vention was made. Dr. Rudolf Matas, former president of the 
congress, who interpreted Dr. Bastos-Ansart’s lengthy paper, 
described it as a classic in military surgery as practised in that 
war, and he hoped it would be translated for the benefit df 
surgeons all over the world. 

A graphic exposition of the treatment of gunshot wounds @ 
the chest as encountered on the Italian front was given ¥ 
Mr. A. L. D’Abreu (Birmingham), who said that his experient 
covered 2,000 such cases in soldiers. Towards the latter pat 
of the war it became evident that the treatment of such wound 
surgically and administratively, fell into two stages. In the fim 
stage the object was to save the patient's life, which was dom 
by blood transfusion, oxygen therapy, meticulous excision @ 


“the chest wall wound, and other measures. In the second stag 


rehabilitation was undertaken, with prophylaxis against seps 
or treatment~of sepsis if such was still present. In the bath 
of the Sangro, before this two-stage method was established, in# 
series of 260 chest wounds the empyema rate was over 30° 
and the mortality rate was 5.7%. Later, in the “ Gothic Line 
battle, by which time the two-stage treatment was organized 
out of 373 cases the empyema rate was 12%, and the mortalif 
1.4% ; and later still, in the battle for the Po Valley, whe 
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‘tions from the point of the view of the Allied armies 
Se iircly favourable, the empyema rate fell further to 7.6% 
and the mortality to 1%. In 839 cases in which haemothorax 
was a major problem, all treated by early aspiration, infection 
(empyema) occurred in 214, and clotting in 73. Strenuous 
endeavours were made to get normal movement of the chest, 
and the clot was removed by pulmonary decortication, with 
very gratifying results. As the war proceeded the surgeons in 
the British and American armies more and more favoured a 
thoracic approach to abdomino-thoracic wounds, provided they 
were sure that the abdominal injury was in the right or left 
upper quadrant of the abdomen. ‘ } 

Mr. D’Abreu was unable to look without apprehension on 
the lodgment of foreign bodies in the thorax. He had seen 
haemothoraces and empyemata develop in consequence. Most 
foreign bodies in the lung were in a peripheral position, and 
usually no deep dissection into the lung was required for their 
removal. It was the custom to remove foreign bodies 1 cm. 
jn diameter within 6 to 10 days of the injury. In this .way 
casualties were rehabilitated quickly and returned to duty. The 
foreign body which was partly in the lung and partly in the 
vertebral column was a special problem. All foreign bodies 
shown radiologically to be in contact with the vertebral column 
were removed ; their retention was likely to give rise to osteo- 
myelitis. Of 221 cases with foreign bodies in the lung 100 were 
operated on and the foreign bodies removed ; in the remainder 
the foreign bodies were usually very small. Of 49 foreign 
bodies in the pleura 44 were removed. Altogether the new 
techniques practised in the recent war had enabled them to deal 
with complicated haemothoraces which in the previous war 
had left the patients with crippled chests; the surgery of 
foreign bodies had been made safer and more effective ; and, 
finally, penicillin was of very great help in dealing with 
infection. 

Operative Treatment of Fractures 

A very unwieldy discussion took place on this subject, which 
was too large for one session. The subject was introduced by 
Prof. R. Danis (Brussels), who showed a film illustrating the 
uses of a special fracture operating table in his clinic and of 
various screws and bolts and other devices in fracture treat- 


- ment. The film also showed the making of a special inlay 


splint and the application of an instrument called a coaptor 
for the adjustment of the ends of the fractured bone and the 
encouragement of good callus formation. 

‘He was followed by Dr. D. Phemister (Chicago), who limited 
his remarks to ununited fractures. In the majority of cases, he 
said, the fragments were in relatively good position and there 
was no need for reduction. In such cases it was not necessary 
to break down the fracture and remove the callus ; the callus 
was left to hold the fragments together. His method was to 
take a strong and usually large bone-graft—sometimes two— 
most often from the tibia, and apply it across the fracture line. 
He used no screws to anchor these grafts. The intermediary 
callus was curetted out in some cases, but the results were the 
same as when it was left in. The fragments were usually 
immobilized for two or three months. The graft became united 
to the fragments on either side of the fracture line. The oper- 
ation was very short and simple ; little blood was lost, and the 
principle of impaction, which Prof. Danis had emphasized, was 
exercised by the muscles. The muscles helped to hold graft 
and fragments together, and the stimulus of osteogenesis was 
obtained from muscle pull. He had operated on 89 such cases, 
with primary healing in 85. There was non-union in one case 
of infection, with loss of the bone-graft ; in one case there was a 
congenital pseudo-arthrosis,; and in two cases he had failed to 
place.the graft properly ; it was too much on one side, and 
there was failure of union on the short side. All except the con- 
genital pseudo-arthrosis were corrected by re-operation. Dr. R. 
Demel (Vienna) described the treatment of gunshot fractures 


§ with false joint by Kirschner’s splintering method; Dr. A. 


Line 
orta: 


- 


Westerborn (Gothenburg) spoke of the advantages of the medul- 
lary nail in fractures of the femur, and many other speakers 
described variations of technique. 


Heparin in Surgery 


On Thursday morning the high-light was a discussion on. 


recent advances in surgery due to heparin. It was opened by 


Dr. Clarence Crafoord (Stockholm), who declared that heparin 
had opened new possibilities in experimental surgery. He him- 


. self had worked for many years at the possibility of combating 


post-operative thrombosis but without much success until, in 
1935, heparin became obtainable commercially in pure form 
and in sufficiently large quantities for prophylactic use. Be- 
tween 1935 and 1940 two Swedish gynaecologists and he had 
heparinized approximately 800 patients post-operatively. In a 
large proportion of these the operation performed was hyster- 
ectomy. In the pre-heparin days there would have been a 
considerable number of cases of thrombosis in such a series, 
but actually there were almost no complications. Later simi- 
larly successful results were reported with dicoumarol. In 
Sweden the risk of post-operative embolism had now practi- 
cally disappeared. He gave some figures from the Mariestad 
Hospital concerning cases of deep venous thrombosis. In a 
series of 264 cases untreated by heparin fatal pulmonary embo- 
lism developed'in 47, or 18%. In a further series of 221 cases 
treated by heparin alone only 3 developed fatal pulmonary 
embolism, or 1.3%. In another series, out of 543 cases of 
thrombosis or pulmonary infarction submitted to conservative 


treatment, there were 88 deaths (16%), whereas out of 769 cases 


treated by heparin there were 3 deaths, and out of 131 cases 
treated by dicoumarol there was 1 death, a total death rate of 
0.45%. The method employed was to give intravenous injec- 
tions to a total of about 250 or 300 mg. a day, divided into 
four administrations at four-hour intervals. After three or four 
days the dose was reduced. The practice in Sweden now was 
to give heparin in all cases in which there was the slightest sus- 
picion that a thrombotic complication might arise. In blood 
transfusion it was the routine procedure for heparin to be 
injected intravenously into the donor. Intravenous hepariniza- 
tion was also used in cases of polycythaemia where it was 
necessary to perform venesection. 

Prof. W. E. Gallie described the work which Gordon Murray, 
C. H. Best, and others had been doing in Toronto on this spb- 
ject. He said there was no doubt that heparin did control the 
spread of thrombosis and brought about a rapid amelioration 
of symptoms. 
reduced the risk of pulmonary embolism. Even in cases where 
a non-fatal embolism had previously occurred and there was 
reason to expect further embolisms it was rare to find them 
occurring if heparin had been used. He also mentioned its 
value in the field of arterial surgery. After complete excava- 
tion of the thrombus and local and general heparinization of 


the patient the wound in the arterial wall would heal well and 


thefe would be no complications. Nevertheless, in spite of the 
simplicity of most of these operations, physicians were loath to 
transfer the cases to surgery ; they were inclined to try the so- 
called conservative treatment until it was evident that severe 
changes were taking place. This was a foolish attitude, because 


‘it took away all possibility of a successful embolectomy. | If 
he ‘himself had an embolus in one of his major peripheral | 


arteries he would want a competent surgeon to remove it at 
the earliest possible moment and would trust to heparin to keep 
the vessel clear. 

Dr. G. Bauer (Mariestad, Sweden) said that at his hospital 
heparin had been used for the past seven years, and during that 
time, with over 1,000 operations, not a single death had occurred 
from post-operative embolism. Successful heparin treatment 
depended largely on two factors: the possibility of arresting 
instantaneously the progress of the thrombotic process, ahd the 
making of an early diagnosis. With the use of heparin there 
would be no more of these fatal emboli coming “ out of the 
blue ” and an end also of the post-thrombotic invalidistfi. High 
venous ligation had been advocated, but it seemed to him that 
in any case in which either prophylactically or therapeutically 
high ligation was indicated heparin treatment might just as well 
be used instead, probably with much less inconvenience to the 
patient. : 

Mayo Clinic Experience of Anticoagulants 

Dr. Waltman Walters (Rochester, Minn.) said that the results 
at the Mayo Clinic corroborated those of Stockholm and 
Toronto, though the series of patients who had been treated 
with heparin was too small to be of great statistical value. The 
use of heparin as an anticoagulant had been largely superseded 
by the synthetic chemical dicoumarol. The chief advantage of 


By holding the spreading in check it greatly. 
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heparin as an anticoagulant was that it was effective almost 
immediately after administration had begun ; its disadvantage 
was time-consuming administration. The advantage of dicou- 
marol was its ease in administration; its disadvantage was 
the delay in its action after treatment had been started. The 

' injection of both these drugs required careful supervision in 
order to be certain that an adequate but not excessive effect was 
obtained. At present dicoumarol alone was used for prophy- 
lactic effect in a patient who had had no previous thrombosis 
or embolism, but in a patient who had had this history heparin 
was used at the beginning concurrently with dicoumarol. In 
a few cases where, owing to renal or hepatic insufficiency, 
dicoumarol was contraindicated, heparin alone was used. 
Dicoumarol alone, or with heparin at the beginning of anti- 
coagulation. therapy, had been used with more than 2,000 post- 
operative patients, and the incidence of venous thrombosis and 
of fatal pulmonary embolism had fallen markedly below the 
level expected on the basis of previous statistics of cases 
treated without these agents. In 352 cases in which the clinical 
diagnosis of post-operative venous thrombosis had been made, 
and in which the incidence of fatal embolism on the basis of 
previous statistics was expected to be 5.7%, no case of fatal 
embolism developed. There seemed to be adequate statistical 
evidence that post-operative venous thrombosis—and_there- 
fore pulmonary embolism—could be prevented by heparin and 
dicoumarol. He agreed that ligation of the femoral vein as a 
prophylactic measure was seldom indicated. 

The opinion of a Swiss surgeon, Dr. A. Jentzer (Geneva), was 
that heparin was less favourable in its results than the Scandi- 
navian workers claimed. Prof. Dos Santos (Lisbon) had seen 
accidents, two of them fatal, with heparin in operation cases. 
Dr. Sandblom (Stockholm) mentioned 25 cases of broncho- 
pneumonia in which the sulphonamides had not succeeded in 
lowering the temperature, but the temperature had come down 
after the administration of heparin, probably due to a direct 
effect on the fibrin deposits in the tissues and small vessels. In 
replying to the discussion Dr. Crafoord suggested that the 
reason for the difference between the Swiss and the Swedish 
experience might be that the Swiss had been using heparin in 
a less pure form. He pointed out a difference in technique 
between the Stockholm and the Toronto workers. The former 
used repeated injections of heparin at four-hour intervals ; the 
latter used continuous intravenous administration. : 

It had been announced that a discussion on the surgical 
treatment of burns would be opened on Thursday morning by 
an unnamed Russian surgeon, but no Russian surgeon answered 
to the call, and the subject was briefly introduced by Dr. Merle 
d’Aubigné (Paris). An Argentine surgeon, Dr. Zeno, showed 
a cinematograph film of the treatment of several cases of super- 
ficiat burns in- which he relied entirely on immobilization in 
plaster-of-Paris, with a small window for observation, placed 
directly on the burnt surface without any dressing at all. 


Skin-grafting 

‘On Friday morning there was a brief discussion on the role 
of vasodilatation in arterial disease, which, save for a few 
remarks by an Irish surgeon, was entirely confined to French 
speakers. This was followed by a lecture by Prof. T. Pomfret 
Kilner (Oxford) on the repair of skin defects by flaps and free 
skin-grafts. Prof. Kilner gave a pictorial review of the technique 
and results of skin-grafting, describing in turn the Thiersch, 
Wolfe, Reverdin, and other methods and showing how one 
method was to be preferred to the others in particular cases. 
He added that he found it impossible to overcome the tempta- 
tion to interpret rather widely the title given him, and to 
include in his demonstration records of cases of more purely 
plastic surgery interest in which grafts and flaps had been 
employed. He felt less apologetic about doing so because the 
President of the Congress (Dr. Leopold Mayer) in his opening 
address (reported in our issue of Sept. 20, p. 466), in reviewing 
the progress of surgery during the past fifty years, had failed 
to make any reference to the developments in this specialty. 

Prof. Kilner said he felt strongly that general surgeons should 
always be prepared to cover any surface defect which they had 
produced, and that they should have at least a working know- 
ledge of why, when, and how skin-grafting should be carried 
out, It must be left, of course, to their good sense and judg- 


tice between surgery and experimental science. 


ment as to when it would be in the pati ) tereas, 6a 
in ent’s interest 

the assistance of a specially experienced colleague, “sae 
surgeons, too, should feel themselves quite ready to carry 
radical destructive procedures, like those required in dealing 
with malignant disease, unfettered by the fear of : 
permanent disfigurement, and confident that they or 
plastic surgery colleagues could make good the defects 
had produced. Only in that way could these extreme contrag. 
tures and deformities be avoided. When radical amputagi 
of the breast called for the removal of large areas of e 
“dangerous” skin there was, to his mind, a clear indication 
for the immediate application of a free skin-graft. Finally, the 
time for recovery of war wounds of a superficial character could 
be reduced by many weeks or even months if free skin-graftj 
was carried out at the first possible: moment. In such 
penicillin had helped to make early skin-grafting both safe and 


practicable. 
Close of Congress 


The London meeting, which had included five scientific 
sessions, closed on Saturday. Prof. G. Grey Turner led the 
delegates and members on a pilgrimage of homage to Places 
in London associated with John Hunter and Joseph Lister 
The first place visited was the site of Hunter's famous hous 
in Leicester Square. Then the pilgrims went to St. Martin’sip. 
the-Fields, where he was originally buried. He rested there for 
more than sixty years, until his remains, having been identified 
by F. T. Buckland, were removed at the cost of the Royal Col- 
lege of Surgeons to Westminster Abbey. The Abbey was they 
visited, and after this the Royal College, where the marble statue 
of Hunter by Henry Weekes, R.A., which had been bricked up 
during the war and so preserved from the effects of the bomb 
ing, was inspected. Here also was seen the Ouless portrait 
of Lister, as well as various pictures and instruments having 
Listerian associations. Lister’s house—12, Park Crescent—wih 
his statue in Portland Place near by, were next visited, anj 
finally the party returned to University College, where Liste 
started his professional studies and where, exactly 100 yearn 
ago, he took his B.A. 

At a General Assembly of the International Society, held at 
University College, Prof. Grey Turner was elected the next 
President of the Congress, and the date and place of the Congres 
were provisionally fixed for October, 1949, at New Orleans. ° 


DINNER AT THE RCS. 


The President and Council of the Royal College of Surgeom 
of England entertained to dinner in the College on Tuesday, 
Sept. 16, representatives of most of the nations taking part ip 
the XIIth Congress of the International Society of Surgety, 
The College had already given a reception on Sunday, Sept, 14 

Sir Alfred Webb-Johnson welcomed the guests and said tha 
he regarded the Congress as a means of improving understanding 
between countries. Surgery was still an art, and an art to which 
a long apprenticeship must be served. He envisaged a day 
when the College would be regarded as an active headquarten 
of British surgery with accommodation of every kind for pos 
graduate teaching in surgery and for experimental and clinical 
research. Students might then in their early years have a 
opportunity of contact with the leaders of the profession, # 
contact which he thought would prove inspiring. He concluded 
by proposing the health of the President of the Internationa 
Society of Surgery, Dr. Verhoogen, and of the President d 
the Congress, Dr. Leopold Mayer, of Brussels. 

Dr. Verhoogen said that the Society was forty-five years 0 
and he paid a graceful tribute to the contributions made 


British surgeons in the post-Listerian epoch. Dr. Mayer alii 


replied. 

Prof. René Leriche ended a characteristic speech by sayi 
how glad he was to see present his “ young” colleague, Prob 
Rudolf Matas. The President of the American College 
Surgeons, Dr. Arthur W. Allen, said how impressed he hal 
been by a tour of the College and by the outline which ha 
been given him of future plans. 

Sir Henry Dale spoke on the interchange of ideas and prat 
He felt th 


each had something to offer the other, and he instanced 
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& of Prof. Blalock, whose surgical advances were firmly 
8 on experimental work.. He welcomed the idea of a 
‘ate centre for graduates in surgery at the Royal College. 
prof. Alfred Blalock disagreed mildly with the 9 general trend 
of the discussion.” A man who had “ what it takes ” did not 
“collegiate residence or any kind of spoon-feeding.” H * 
recalled how he had worked in the physiological laboratories 
at Cambridge for some months in 1928, and from his own 
rience then and since he felt that it was not necessary to 
live too closely with great men. It was perhaps better to admire 
afar as he had admired, among many others, Sir Henry 

Dale and Charles Best. 
Mr. Evarts Graham, Professor of Surgery at the University 
of Washington, said that in the United States the art of surgery 


’ was being overemphasized and the science of surgery was being 


neglected. Surgery must be based on pathology, in line with 
the teachings of John Hunter and Joseph Lister, and experi- 
mental surgery must still provide the basis for any real advance 
in surgical science. The work of Sir Alexander Fleming and 
his colleagues had already brought about great changes in 
surgery. For the past two years he had not seen a case of 

t-pneumonic empyema, but where one surgical problem dis- 
appeared it seemed that another arose. With the disappearance 
of such cases of empyema there had been an increase in cases 
of atelectasis of the right middle lobe following pneumonia 
treated apparently successfully with penicillin. 

At a late hour Sir Alfred Webb-Johnson summed up the 
views which had been put forward by different speakers, and 
brought a memorable evening to a close. 


Receptions 


On Wednesday evening there were two receptions for the 
delegates to the Congress. The President and Council of the 
B.M.A. had some 300 guests, who were received early in the 
evening by Sir Lionel and Lady Whitby. Later, many of the 
delegates went on to the Royal Society of Medicine, where they 
were welcomed by Sir Gordon and Lady Gordon-Taylor. 
Another reception was arranged for Thursday by the Royal 
College of Surgeons, and on Friday receptions were given by 
His Majesty’s Government at Lancaster House, and by Sir Hugh 
and Lady Lett at the Hall of the Society of Apothecaries. 

The Surgical Instrument Manufacturers’ Association enter- 
tained some of the delegates to the Congress at a dinner at 
the Savoy Hotel on Friday. The chairman, Mr. H. Guy Rad- 
cliffe Drew, welcomed the many guests, and Prof. René Leriche, 
Sir Max Page, and Prof. J. de Fourmestraux replied. Dr. L. 
Dejardin proposed “The Ladies,” and there were brief replies 
from Mrs. Arthur W. Allen, Mrs. H. W. S. Wright, and 
Miss Jane Drew. The final event of the Congress was a dinner, 
of which Viscount Kemsley was the host, with Dr. Leopold 
Mayer presiding, and Prof. Grey Turner, Sir Alfred Webb- 
Johnson, and Dr. René Leriche among the speakers. 


| 


AMERICAN SURGEONS HONOURED 
Presentations at Royal College of Surgeons 


Five American surgeons who had been visiting this country for 
the International Congress were admitted Honorary Fellows 
of the Royal College of Surgeons, another was presented with 
the Honorary Medal of the College, and another with the 
Lister Medal, at a special ceremony at Lincoln’s Inn Fields 
on Sept. 22. Sir Alfred Webb-Johnson, P.R.C.S., who pre- 
sided, said that the records of those whom it was proposed to 
honour were a reminder of the ‘many great achievements of the 
clinics and laboratories of the United States and Canada. 


The first recipient of the Honorary Fellowship, Dr. Arthur W. 


Allen, president of the American College of Surgeons, was 
mtroduced by Sir Heneage Ogilvie, who said that Dr. Allen 
was head of one of the two surgical services and lecturer in 
surgery at Harvard. He had made contributions of lasting 
importance to gastric surgery and had been a great friend to 
all British surgeons who visited Boston. Dr. Allen accepted 
the honour not merely as a personal one but as one done to the 
institution of which he was the temporary head. Dr. Irvin 
Abell, ef Kentucky, was introduced by Mr. L. E. C. Norbury 
a8 a past president of the Anierican College and a member of 


the Board of Regents. Dr. Frank Howard Lahey, director of 
the Lahey Clinic, Boston, was introduced by Sir Cecil Wakeley, 
with the remark that he was president of the American Medical 
Association in 1941 and consulting surgeon to the U.S. Navy in 
the Second World War, serving most of the time in the Pacific 
theatre. Dr. Dallas B. Phemister, president-elect of the Royal 
College, was introduced -by Sir Hugh Cairns. His work on 
bone necrosis, said Sir Hugh Cairns, was classical in its com- 
prehensiveness and its use of the experimental and clinico- , 
pathological approach. He was professor of surgery at the 
University of Chicago. The last recipient was Dr. Alfred 
Blalock, professor of surgery at Johns Hopkins University, 
Baltimore, and in the words of Prof. H. W. Rodgers, who intro- 
duced him, the master vascular surgeon, whose efforts in this 
field had saved many young lives. 

Dr. W. E. Gallie, past president of the American College, was 
introduced by Sir Max Page for the Honorary Medal. Sir Max 
Page said that the Honorary Medal, which was established in 
1802, had been awarded only on some twenty occasions. Among . 
its recipients were Paget and Lister. For twenty years or more 
as professor of surgery in Toronto Dr. Gallie had put his stamp 
on the Canadian surgery of our generation. Dr. Gallie said 
that he had come to England nearly forty years ago to win 
his scholarship, and fifteen years later as Hunterian professor. 
He took this award as meaning that he had to some extent suc- 
ceeded in upholding the traditions of the College in his distant 
country. Dr. Evarts Ambrose Graham, a former president of 
the American College, was introduced by Mr. H. S. Souttar for: 
the Lister Medal. Mr. Souttar said that Dr. Graham had been 
professor of surgery in Washington for twenty-eight years. He 
was at one time temporary professor of surgery at St. Bartholo- 
mew’s.. The President said that this medal was presented in 
the name not only of the College but of the Universities of 
Edinburgh and Glasgow and the Royal College of Surgeons in 
Treland. ; 

The American visitors then took the dais and presented as a 
gift from the American College a beautiful oak table and 
lectern, with symbolic decoratién and a suitable inscription. 
Dr. Irvin Abell, recounting the circumstances of the gift, said 
that the American College had long desired to express the 
friendship which bound the two institutions together. He 
recalled the visits of many famous surgeons to the States— 
Sir Rickman Godlee in 1913, Sir Berkeley Moynihan, as he 
then was, in 1917, when he delivered a stirring address on the 
war, and again in 1920, when he made a memorial oration, and 
among others since then Sir Anthony Bowlby, Prof. G. Grey 
Turner, Sir William de Courcy Wheeler, Sir W. Arbuthnot Lane, 
Mr. Arthur Burgess, Sir John Bland-Sutton, Sir Alfred Ballance, 
Sir Heneage Ogilvie, and Sir Gordon Gordon-Taylor. The 
President of the College, Dr. Allen, having made the presenta- 
tion “as a token of high esteem and undying friendship,” 
Sir Alfred Webb-Johnson received it with appropriate .expres- 
sions of pleasure and gratitude. He mentioned that the final 
polishing and the addition of certain details of ornament had | 
been left in British hands, and the workmen in charge had 
been lost in admiration of the quality of the timber and the 
craft put into the construction. He said that the table and 
lectern would be not merely a part of the furnishing of the 
College but a part of its history. ; 

The first lecture was then delivered from the lectern by 
Dr. Allen, the president of the American College. This was 
the Moynihan lecture, and the subject was duodenal ulcer. A 
report will appear in our next issue. 


AMERICAN COLLEGE OF SURGEONS 

CLINICAL CONGRESS 

[FROM A CORRESPONDENT] 
Throughout the week Sept. 8-12 the American College of 
Surgeons has been holding its thirty-third Annual Clinical 
Congress at the Waldorf-Astoria Hotel, when over 5,200 
surgeens attended. On general lines the arrangements for the 
congress resembled those of the A.M.A. Centenary Meeting 
described in an earlier number of this Journal (June ,28, p. 931). 
The scientific exhibits and clinical and surgical demonstrations 
were staged in near-by institutions. As an indication of 
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America’s numerous centres of clinical research it was C 
interesting to see that, although it is only three months , 
since the A.M.A. meeting, a large proportion of these exhi- orrespondence 
bits were on original and unpublished work. Se 


As was to be expected, many of the papers in the gastric 
surgery forum were on various aspects of vagotomy, both in 
the human subject and in experimental animals. In the cardio- 
vascular surgical forum there were several papers on portacaval 

_ anastomosis, one on a new operation for left coronary throm- 
bosis and sclerosis, and another on experimental methods of 
aortic valvulotomy. In other sections there were papers on the 
evaluation of streptomycin in intestinal strangulation and as a 
pre-operative medicament for abdominal surgery, and studies 
on its influence on post-operative healing of the bowel. The 
role of isotopes in biological research was also discussed, and 
economic details and an account of the liaison between the 
research worker and the physicist were given. 

The twenty-sixth Annual Hospital Standardization Conference 
was held in conjunction with the surgical conference. Papers 
and discussions ranged from problems in hospital management 
and finance, through technical aspects of labour and staffing, 
to the relative value of various publicity media in attracting 
public interest and support. Of particular interest was a speech 
by Prof. Charles B. Puestow, Deputy Chief of Surgery at the 
Veterans Administration Hospital at Hines. He outlined details 
of the reorganization programme brought about by General 
Omar Bradley and Drs. Paul R. Hawley. and Paul B. Magnuson, 
as a result of which the care of ex-G.Is is brought directly 
under the supervision of the nation’s great medical schools. 
The programme is not yet completed, but 56 schools are at 
present supervising the work in 62 V.A. hospitals. The scheme 
covers the war casualties of thirteen million men and is expected 
to save $2,000,000,000 a year. The upkeep of this enormous 
service is of course borne by the State. It has received a warm 
reception from a profession which is, by and large, vocifer- 
ously opposed to State medicine. 

In one respect at least the American College of Surgeons can 
claim to have made history at this convention—in the use of 
television to demonstrate surgical operations. It may be re- 
called that this method was used at the Johns Hopkins Uni- 
versity earlier in the year when a surgical demonstration was 
televised to another room in the same building. This week a 
further step was made. Seven major operations performed on 
the tenth floor of the New York Hospital were successfully 
projected on television screens on the fourth floor of the 
Waldorf-Astoria Hotel. A narrow “line-of-sight.” beam was 
used that could not be picked up by other receiving aerials, 
thus keeping the broadcast private. This development seems 
to be an important step in the advancement of surgical teach- 
ing. The usual complaint by anyone who has been televised 
is of the extreme heat generated by the illuminators. Good 
theatre lighting and a super-sensitive camera make this un-. 
necessary ; and, as the lens can be centred directly. above 
the field of operation, the screen gives a view of structures 
undreamed of by those accustomed to seeing little but the 
back of the surgeon’s hgad. The viewing was limited to seven 
small screens, but experiments are being made in the use of a 
large cinema-sized screen more suitable for class teaching. The 
estimated cost of this televising, which lasted about 16 hours, 
is $5,000, borne in this instance by commercial enterprise. 

The convocation ceremony ended the congress on Sept. 12, 
when’ 762 new Fellows were admitted into the College and 

honorary fellowships were conferred on Lieut.-General 
Robert K. S. Lim, the distinguished Chinese physiologist, 
and on Dr. Benedicto Montenegro, of Brazil, the author 
of many communications on gastro-intestinal surgery. Dr. 
Arthur W. Allen, of Boston, presided at the ceremony, the 
initiates being presented by the retiring president, Dr. Irvin 
Abell. of Louisville. In delivering the fellowship address, Prof. 
Ivy, of the University of Illinois, advocated the establishment 
of a Federal loan fund for meritorious students who wished to 
embark upon a medical career. He stressed the value of a 


loan as opposed to a gift in maintaining the student’s proper 
pride, and gave it as his opinion, based on teaching experience 
in two world wars, that the institution of Government grants 
to medical students was followed by a falling off in the standard 
of work. This, he felt, would not be the case if the money 
was merely lent end had to be repaid. 


Planning and World Population 


Sir,—Your recent leading article on “ Planning and W. 
Population ” (Aug. 9, p. 214) might do real harm by its implica. 
tion that the economic problems of our African Colonies 
only be solved by a decrease, or at least a restraint of incr 
of the population. Your final conclusion that unless the birth 
rate falls in relation to the.death rate and the Population 
problem is solved much talk about colonial development and 
welfare is “ whistling in the wind ” is so drastic that the gtounds 
on which you make it deserve some analysis. 

The doctrine which Malthus propounded in his first edition, 
and later elaborated, remains as true as when it first appeared, 
Human populations have a tendency to increase which js 
greater than the usual increase in the supportive capacity of 
resulting in a constantly operating check on population from 
difficuity of subsistence, or the striking of a balance 
numbers of the population and the resources available to 
it. The balance is normally held by two types of checks on the 


between th 


population—preventive ones limiting the numbers of bj and 
positive ones increasing the numbers of deaths through misery 
disease, and famine. ’ 

At the time when Malthus wrote England was an 
country, and the balance was kept with a population density of 
about 150 to the square mile. Since then an increase in its resourgy 
and supportive capacity as a result of industrialization has mag 
possible an increase to 727 people to the square mile, though th 
next few years will show whether or not the recent loss of 
of these resources can be made up to enable this density to fy 
maintained. In India the condition is much the same as that jj 
England at the time Malthus wrote. There is an overall density gf 
about 200 people to the square mile, subsisting on what is on th 
whole a reasonable utilization of the country’s resources. Afte 
a long period of practical stasis the population started to increag 
about 1911 following the reduction of the check of famine, ng 
because the total available foodstuffs increased but becang 
improved transport and organization facilitated the distribution ¢ 
crops, so that local deficiencies could be matched by surpluses from 
elsewhere. The limit of increase made possible in this way ha 
probably now been reached, and soon the balance. must again te 
struck either by preventive checks on births such as you advocate or 
by increase of deaths due to the recurrence of famines and les 
dramatic food shortages. The resources of the country are at th 
present time used in a relatively efficient manner, and only som 
major change in the principles of agriculture could increase them 
sufficiently to enable India to carry a much greater population. 

The condition is much the same in several other tropical countries, 
notably Java, Mauritius, and Jamaica, with densities of 960, 5%, 
and 278 to the square mile, fully utilizing all the readily availabe 
resources of the land. In most African countries, however, the 
position is very different. The general picture is one of gross under 
population due to a faiiure to utilize what should be readily 
available resources, and to ignorance of the elements of husbandry, 
It is true that a balance between population and supportive capacity 
of the land has been reached, but the latter is so clearly open to 
improvement that advocacy of population restriction is at least still 
unnecessary, and its practice would result in failure to develop 
central Africa into an important economic unit. 

The density of population in our Colonies on the mainland of 
Africa varies from 64 to the square mile in Sierra Leone to 1 it 
Bechuanaland. A representative picture may be drawn from the 
East and South-east African group of Uganda, Kenya, Tanganyika, 
Nyasaland, and Northern and Southern Rhodesia with densities of 
41, 17, 15, 36, 5, and 11 to the square mile. These countries 
include mountainous, arid, and infertile lands, but not more s 
than India. Almost throughout them the rainfall is adequate for 
the growth of crops and at least as well distributed as in the mon 
soon countries of the East. Dixey (1926), Gillman (1936), Baker 
(1937), and Baker and White (1947) have studied their population 
problems from the ecological point of view. The last authors 
summarize the pesition for the whole of south-east central Africa 
by saying that the population is undoubtedly far below its optimum 
level. Gillman points to half a million square miles of land in 
Tanganyika, 62% of the whole country, which is unpopulated largely 
as a result of the absence of perennial supplies of domestic watet 
readily tapped by primitive tools, though simple methods could 
supply it. Dixey points to similar areas of great extent in Nyasa- 
land where domestic water is readily available within a few feet of 
the ground surface though its absence from the surface itself has 
prevented the development of the country. Similar areas in I 
such as the Punjab were colonized thousands of years ago by the 
universal development of wells and water conservation systems. 
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ready solution of Africa’s problems 
submitting any y solu 
cae that it should be borne in mind that the population 
jem is one of balance, and that the economy of grossly 
rerdeveloped countries can be improved more readily and 
re to the general advantage of the world by an increase in 
. supportive capacity of the land than by a restriction of 
ulation, though ultimately that must come. Colonial 
development is not “ whistling in the wind” but the essential 
und of human welfare, which should be at least as much 
the concern of your readers as the policy of despair you 
advocate. The ignorant and poverty-stricken peasant is 


admittedly an inadequate foundation for an enlightened state 


iety, or for the production of goods to be exchanged with 
Ecrial countries. The remedy may lie in the cure of his 
ignorance and poverty rather than in the restriction of his 
numbers.—I am, etc., 
London, W.C.1. 


Baker, S. J. K. (1937). Africa, 10, 37.. 
(1947). Geographical Journal, 108, 198. 


Dixey, F. (1926). aphical Review, 18) 274. 
“old. 28, 353. 


Poliomyelitis 


Sirn—Three out of a total number of 33 cases of acute 
anterior poliomyelitis under my care have developed symptoms 
which were regarded as due to paralytic ileus. The three cases 
were severe, with widespread paralyses, and the symptoms of 
bowel paralysis appeared three days after the first onset of 
paralyses in the voluntary muscles. 

In one of the cases there was no abdominal pain, but in the 
other two complaint was made of abdominal aching. In all the 
cases the abdomen began to swell progressively ; the swelling 
was tympanitic and there was absolute constipation. No flatus 


G. MACDONALD. 


was passed. In one of the cases, a woman of 50, the swelling ° 


rapidly became enormous, but she complained of no feeling of 
discomfort. The main danger of the abdominal distension is 
embarrassment to the heart and respirations in a patient with 
some degree of diaphragmatic paralysis, 

Treatment consisted of 1 ml. of “ prostigmin ” followed four 
hours later by a further { ml. and a turpentine enema. This 
resulted in slight colicky pain, followed by the passage of flatus 
and faeces, with disappearance of the abdominal distension. In 
children the dose of prostigmin used was 0.5 ml. After the 
subsidence of the abdominal swelling constipation again followed 
in one of the cases, but prostigmin 0.5 ml. daily relieved this. 

The treatment I have used in all cases with paralysis has been: 
vitamin B, tablets, 1 t.d.s., together with strychnine, 1/32 gr. 
(2. mg.) b.i.d. in the case of an adult, and 1/60 gr. (1 mg.) in the 
case of a child.—I am, etc., 

Newport, Isle of Wight. JOHN MILLs. 

Sir,—Though there is no specific treatment as yet for this 
disease, for some six or seven years I have treated the com- 
paratively few patients I have seen in the very early stages of 
the attack by intramuscular injections of their own cerebro- 
spinal fluid, 5 ml. given daily or on alternate days according 
to the severity of the illness, three or four injections being the 
usual amount. As many patients recover completely without any 
treatment, and as the general tendency is towards at least partial 
recovery, it is impossible to assess the value of this or any other 
form of treatment. In a number of cases it appeared to be of 
some value towards arresting the progress of the attack. 

Two patients were treated by intramuscular injections of 
blood taken from people who had had the disease; some 
benefit appeared to result. Is it possible that convalescent serum 
(such as is given to abort or attenuate an attack of measles) 
might be of use? Obviously this form of prophylactic treat- 
ment could only have a very limited application.—I am, etc., 


Purbrook, Hants, GEOFFREY EDEN. 


Sir,—In Prof. H. J. Seddon’s recent paper on the early treat- 
ment of poliomyelitis (Aug. 30, p. 319) it is very depressing to 
read that no really early treatment is possible. During the 
past few years letters have appeared in the British Medical 
Journal advocating early treatment for herpes zoster—another 
virus disease which attacks the central nervous system—publish- 
ing records of cases showing successful results. In my own 


practice treatment of herpes zoster by injections of vitamin B,, 
25 mg., and liver extract and “contramine,” 0.125 g., repeated 
if necessary, appears to have yielded satisfactory results. After 
a personal attack I can vouch for the fact that these injections 
are only uncomfortable. - 

In the present epidemic many cases will probably be diag- 
nosed in the pre-paralytic stage, and it would appear possible 
that this line of treatment may be worthy of a trial, particularly 
when there is no alternative. Whether the present widespread 
sub-optimum intake of vitamin B, is a factor in the spread of 
poliomyelitis is another question which might be asked of those 
qualified to give an authoritative answer—I am, etc., 


St. Faiths, Norfolk. J. N. GALE. 


Sir,—It was with great interest that I read the note by Dr. 
J. N. McIntosh (Gloucester) (Sept. 6, p. 398) on the treatment 
of poliomyelitis by complete rest in bed, sulphonamide therapy, 
and isolation, and I would like to emphasize the necessity of 
giving the sulphonamides in massive doses in the early stage of 
the illness, especially in the more severe type of case, if sub- 
sequent paralysis is to be avoided. In such cases the drug should 
be given intravenously, due regard being paid to the fluid intake, 
alkalis, and the cytology of the blood. Initially I give for a 
young adult with a severe attack 4 g. of a soluble preparation 
of sulphonamide by. the intravenous route, followed by 3 g. at 
intervals of twelve hours for two or three days. 

In a series of over twenty cases of the severe type treated on 


‘these lines there has been either no paralysis supervening, or, 


where treatment was delayed and paralysis had already com- 
menced, there has been no further extension of it.—I am, etc., 


Harrogate. SINCLAIR MILLER. 
Early Diagnosis of Tuberculous Meningitis 


Sir,—Now that centres have been established for the treat- 
ment of miliary tuberculosis and tuberculous meningitis by 


Streptomycin, a readjustment is necessary in our ideas about 


these forms of tuberculosis. Previously a diagnosis of tuber- 
culous meningitis has been a sentence of death, only to be 
accepted when there is no longer any possibility of error. The 
possibility of cure has altered that, and early diagnosis has 
become a matter of particular importance, for it is not to. be 
expected that patients will recover completely once damage to 


_the brain has occurred. Therefore, it is necessary to study the 


early diagnosis of tuberculous meningitis. As the result of more 
than twenty years’ experience in the treatment of children with 
tuberculosis I have formed the following opinions. 

In many cases there is a prodromal period during which the 
disease is establishing itself and during which. the signs and 
symptoms are very variable. The chief aids to diagnosis are 
clinical and neurological examination, examination of the 
cerebrospinal fluid, and radiography of the lungs. Any one of 
these may precede the others in providing evidence on which 
to base the diagnosis. Gross evidence, either clinical, labora- 
tory, or radiological, means that the disease is becoming estab- 
lished, and brain damage may be already present. Fever of 
unknown origin and persistent headache in a child, especially 
one who is a tuberculosis contact or has some overt tuberculous 


disease, merit lumbar puncture and chest radiography. Even 
when neurological signs are absent, and when the cerebrospinal | 


fluid is normal except possibly for a slight rise in the lymphocyte 
count, early miliary tuberculosis may be seen in the lungs; or, 


if the chest x-ray examination and neurological signs are nega- 


tive, the cells in the cerebrospinal fluid may be definitely 
increased. 

Early. neurological signs may be equivocal and it is unwise to 
delay until they become well established. If there is present a 
combination of fever of unknown origin, persistent headache, 
and some definite evidence, however slight, from any of the 
triad, clinical, laboratory, or radiological, then streptomycin 
should be started. A specimen of the cerebrospinal fluid, in- 
jected before treatment into a guinea-pig, will probably reveal 
later whether the patient has been cured of tuberculous menin- 
gitis or an error in diagnosis has been made. In either case the 
patient’s life will have been safeguarded to the best of the 
doctor’s ability—I am, ete., ~ 


Braintree, Essex. - | M. C. WILKINSON. 
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MEDICAL Touma 


_ Complete Prostatectomy 


Sir,—The case described by Mr. H.S. Souttar (June 28, p. 917) 
of complete removal of the prostate confirms some observations 
made when removing the entire prostate, seminal vesicles, and 
base of the bladder in a case of carcinoma of the prostate. 


Case History 

The patient, an Indian peasant of some seventy years, was 
thought to have an adenomatous prostate, with retention of urine. 
His general condition was fair, but his blood urea was 120 mg. %. 
A suprapubic cystostomy was performed. Five weeks later a Freyer 
type prostatectomy was attempted, but it was soon evident that 
one was dealing with a carcinoma of the prostate which was infil- 
trating into the bladder wall. 

As one side of the prostate was already partly freed, it was 
decided to complete the dissection with curved scissors. The tumour 
was gripped with Lane’s forceps and pulled upwards into the bladder, 
and, keeping as far as possible outside the area of induration, it 
was snipped away. Eventually the prostate was found to be 
attached only by the urethra, which could be stretched to some 
3 cm. easily. It was divided about 1 cm. from the prostate. The 
remainder immediately retracted away. Meanwhile a blood trans- 
fusion had been commenced. 

The specimen was seen to consist of the base of the bladder, both 
seminal vesicles, and the whole prostate, which was the seat of 
a carcinoma invading the surrounding tissue. The lower ends of 
the ureters were not identified. 1 cm. of urethra was present. An 
examining finger felt an alarming gap in the base of the bladder, 
which was oozing freely. No attempt was made to suture the edges 
of this gap to the uréthra. A Jarge rubber catheter was passed 
across the gap into the bladder, the oozing was controlled by 
packing, and the bladder and abdomen were closed with drainage. 

After some initial shock the patient made a rapid recovery. He 
was discharged with no apparent abnormality six weeks after 
operation. He had complete control of his urine. X-ray investiga- 
tions of his pelvic bones showed no secondary deposits. Never- 
theless stilboestrol therapy was prescribed. Castration was refused. 
Unfortunately a follow-up was not possible. 


This case appears to confirm the anatomical findings concern- 
ing the urethra as described by Mr. Souttar, but it would seem 
that suture of the urethra to the neck of the bladder and the 
base of the bladder to the triangular ligament are not necessary. 
Indeed, in the transvesical approach used in this case it would 
hardly have been possible.—I am, etc., 


Ajmer. India, G. P. CHARLEWOOD. 


Thalamic Dysfunction and its Treatment 


Sm,—Dr. B. H. Kirman (Aug. 30, p. 348) taxes me with failing 
to “ distinguish between experimentally proven fact and theories 
with little experimental support,” apparently refusing to credit 
my statement that psychotic and neurotic depression can be 
distinguished by their specific response to E.C.T. This statement 
is based on a study of several hundred cases treated over a 
period of more than five years largely spent as a psychiatric 
specialist in various military hospitals for acute psychiatric 
cases. If this is not “experimentally proven fact” I would be 
extremely interested if Dr. Kirman would explain exactly what 
he means by this expression. 

With regard to the nature of the syndromé itself, a detailed 
discussion of the evidence for my hypothesis was naturally be- 
yond the scope of a short paper devoted mainly to the subject 
of pharmacotherapy. The subject of emotional disturbances in 
relation to disorders of the thalamic-hypothalamic mechanisms 
is fully dealt with in a number of up-to-date neuropsychiatric 
papers ; in particular I would refer Dr. Kirman to the excellent 
chapter on the subject in D. T. V. Moore’s book The Nature 
and Treatment of Mental Disorders, New York, 1943. In any 
case I fail to see why the hypothesis put forward in my paper 
should seem any more far-fetched or incapable of scientific 
proof than the bizarre concepts upheld by many present-day 
psycho-analytic enthusiasts. 

Now, to turn from controversy to the more practical aspects 
of the question. No. psychiatrist, I venture to think, would 
disagree with two of the main points in my’ article: first, that 
the symptom of anhedonia, or morbidly increased suscéptibility 
to unpleasant sensationand affect, is a constant and almost 
invariable feature of’neurotic patients ; and, secondly, that it 
is one of the worst therapeutic headaches which beset both 
psychiatrist and general practitioner, on the last-named of 


whom ultimately devolves th ‘of th 
s the care of the vast majori 
unfortunates. 
The psychiatrist, unlike the surgeon or physician la 

under a great handicap—namely, the lack of specific drugs fi 
the different conditions with which he has to deal, > 
chemotherapy, with its endless variety of potent compo: 
offers by far the greatest possibilities for a rational attack on 
problem of therapy in mental disorders. If adequate the 
co-ordinated research along these lines were forthcomin a 
should be no reason for psychiatry to lag behind its sj 
sciences in the field of chemotherapy. What does not oan 
be generally realized is that more and better specific drugs Pr: 
psychiatric conditions are an even more pressing need than mad 
clinics and specialist workers. .The work on which my pa . 
was based was carried out‘in the hope that thereby interest ; 
this subject would be generally stimulated. ‘Let us therefore 


have discussion and criticism by all means, but let it be intelli’ 


gent and constructive and directed towards a rational and 
practical solution of the problem.—I am, etc., , 


London, S.E.6. G. TAYLEUR Stockings, 


Intravenous Infusion and Transfusion 


Sir,—In his article of Aug. 30 (p. 333) Mr. Hamilton Bailey 
appears to continue the tradition that transfusion is a formid. 
able procedure requiring complicated apparatus and taxing the 
skill of the average house-surgeon in setting one up and keep; 
it going. He still advocates the use of the median cubital vein, 
and cuts down on it as a routine. 


This is an unsatisfactory vein for several reasons. (1) It is fre. 
quently tortuous and does not permit the insertion of sufficient 
length of needle to ensure its remaining in position. (2) It neces. 
tates the splinting of the arm in the extremely uncomfortable position 
of full extension and supination. (3) If the vein is damaged by a 
haematoma or thrombosis it tends to block the distal veins and 
render them unfit for use. (4) Cutting down renders the vein use. 
less for later transfusions and immeasurably increases the risk of 
sepsis, even with careful technique. 

A much more satisfactory vein is the distal part of the cephalic 
vein, about two inches above the wrist on the radial border of the 
forearm. It is long and straight, and is anchored by being formed 
like an inverted Y by tributaries, and is nearly always as wide as the 
median cubital vein. Also it necessitates only light splinting of the 
wrist, so that the patient can move his arm into comfortable posi- 
tions. Cutting down is rarely necessary unless the transfusion is 
required for more than 48 hours, provided the vein is well dilated 
before needling. This necessitates adjusting the tourniquet at least 
five minutes before needling, while the rest of the apparatus is being 
tested, and is further helped by briskly flicking the skin over the 
vein. Hot pads are rarely necessary. 

If the needle is then inserted into the Y junction of the veins, even 
a beginner can hardly fail to get it in up to the hilt, and if the 
tubing and needle are fixed directly to the arm by strips of adhesive 
tape the transfusion will usually run for 24-48 hours with very little 
trouble. For beginners a syringe connected to the needle is useful 
for ensuring clear entry into the vein, but with a little practice the 
needle can be inserted already connected to the apparatus, entry 


being ascertained by free flow through the drip chamber once the 


tourniquet and stopcock on the tubing are opened. J 


This method is apparently not widely known, but was well 
tried as the standard method in the Army transfusions, often 
being set up under very difficult conditions and surviving ambu- 
lance journeys and all other vicissitudes of battle casualties far 
better than traditional methods.—I am, etc., 

Guildford. CHARLES CRAWFORD. 


. 


Foetus Cries 


Sm,—On Tuesday, Sept. 2, at 11.30 a.m. at the Trowbridge 
Hospital I endeavoured to induce labour in a 2-para woman at 
the 39th week of pregnancy by means of a Drew-Smythe 
catheter. The: head was floating. The catheter passed very 


easily through the cervix and punctured the membranes without. 


use of the stilette and also without passing as far round the 
baby’s head as I had intended. Liquor flowed at oncé in 4 
steady stream without bubbles. When the stream slowed a hand 
was placed on the abdomen and a further ounce or so of liquot 
came away. 

While still standing behind the patient, having just removed 
the catheter, I was astonished to hear the baby cry. I did not 
at first believe my ears, though I said it sounded like the baby 
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Sister said and repeated, “It is the baby crying ”—and 
The mother also heard it. I got a foetal stethoscope and 
went round to the front of the mother to listen to the foetal 
and heard the crying again, louder than before. The baby 

cried a third time, but I had left the room hoping to find another 
doctor near, and only Sister and the patient heard it. No further 
jntrauterine crying was heard. 

More liquor drained during the afternoon. Contractions 
about 6 p.m., and the baby was born at 12.10 a.m.—i.e., 
over 12 hours after the intrauterine crying. It cried at once 
and is quite well. , 

(It would have been possible for the Drew-Smythe to have 
been passed into the child’s mouth.)}—I am, etc., 


Trowbridge. 


it was. 


E. CURPHEY. 


Exaniining Overseas 


Sir,—The recent tragic death of one of the most able members 
of our profession shortly after a long round of examinations 
overseas calls attention to: an important aspect of. these tours. 
I can speak with personal experience of several such trips and 
considerable experience of long-distance flights. In this 
particular case I met two of the examiners in Cairo on their 
way home. Both were tired men, and one was completely 
exhausted. 

Those invited to undertake this work are of necessity busy 
men with heavy commitments at home. It is sometimes held 
out as an inducement that no time will be wasted and that the 
tour will only occupy some surprisingly short period of weeks. 
The tour in such circumstances is extremely trying. Oral 
examinations and marking of papers are crowded into a 
minimum of time before the examiners fly—often at awkward 
hours—to their next appointment, and finally start on their 


“homeward journey tired out, usually to pass through rapid 


changes of climate with only a few hours’ rest at night. Return 
home involves instant immersion in a welter of arrears and 
urgent engagements, and a holiday is an impossibility. 

If further tragedies are to be avoided these tours should be 
planned to allow reasonable leisure, and a rest in some pleasant 
surroundings should be arranged to take place before the trip 
home. Electing bodies should not only provide for such rest 
but insist that it should be followed in spite of possible protests 
by examiners.—I am, etc., 


London, W.1. HENRY Tipy. 


Housing the Infirm 


Sir,—The recent B.M.A. booklet on The Care and Treat- 
ment of the Elderly and Infirm is so excellent that all who are 
interested in the welfare of old people hope that it will reach 
a wide public. This subject, once scarcely developed, is now 
being given more prominence, and it is to ~be desired that 
many more doctors should realize the interest. of tackling this 
difficult problem, of exploring new methods and seeking for 
fresh solutions. There is plenty of room for creative work. 

Among the list of publications consulted by the B.M.A. 
special committee which drew up this work my booklets are 
mentioned. As they are now out of print, I have given one 
of the few remaining copies of Housing the Infirm to the 
B.M.A. Library. I wish to point out, however, that it was 
written in 1937, and that if I were going to republish it to-day 
it would have to be amended in several important respects. 
There is little that I should wish to omit, but much that I 
might add. 


Part I consists of suggestions for brightening up existing public 
assistance institutions, both how to improve the appearance of the 
rooms and how to provide a more interesting life for the inmates. 
Points like permission for daily visiting, the wearing of private 


clothing, and the provision of more occupations have now been 


Officially recommended in the Ministry of Health Circular 49/47. 


_ The chapter on pocket money is now out of date, since Miss Irene 


Ward's Poor Law (Amendment) Act, 1938, allowed the authorities 
to give it to inmates aged 65 or more; and, after a long campaign, 
all of them, including the Scots, agreed to do so. Further sections 
could well be added in order to mention the more difficult types of 
patient—senile, bedridden, incontinent, and so on—as I am afraid 
that to readers unfamiliar with institutions the impression might be 
given that the author believes that the majority of inmates would 
be suitable for transfer to small hostels. This is not the case. 
Probably no more than a fifth, or at most a quarter, of the present 
elderly inmates in institutions could be suitably provided for in 


hostels run on the freer lines of voluntary ones. All authorities 
should, however, be-encouraged to follow the lead of those progres- 
sive counties and county boroughs which have already provided 


‘ such hostels, in some cases for several years. Their experience 


proves what great satisfaction is given to those old people capable 
of enjoying a fairly active and normal way of life in the back- 
ground of an ordinary large house. 

Part II consists mainly of advice on how to build new institutions 
for the old. It is to be hoped that this will*be relevant some day, 


as most people would like to see scrapped the worst of our old- - 


fashioned public assistance buildings. In view of the present build- 


ing crisis, however, authorities are unlikely to be able to build ° 
afresh for some years. If, therefore, I were to republish my booklet - 


to-day I should stress the advisability of buying up or taking over 
ordinary fairly large houses, which do not require very much 
adaptation. In some ways they may even be preferable to new 
erections, since they were built originaily as private homes and 
therefore do not smack of institutions. ‘ 

The last chapter in the book I would now put first, since I regard 
it as the most important. It stresses the fact that it is the staff, 
far more than the building, which makes or mars the happiness of 
those who “go in.”—I am, etc., 


London, S.W.7. OLIVE MATTHEWS. 


British Rheumatic Association 


Sir,—An association to forward the interests of sufférers from 
rheumatism has been formed on the lines of the well-known 
Diabetic Association. Mr. H. G. Wells, who was largely re- 


sponsible for the founding of the Diabetic Association in 1933, 


prophesied that it would be followed by other associations of 
people with a common disability. f 

A letter dated House of Commons, May 19, 1947, was signed 
by five M.P.s representing all parties: Lady Megan Lloyd 
George ; Col. Stoddart-Scott, and Major C. York; Dr. S. W. 
Jeger and Mr. Stephen Taylor. This was published in the Press. 
The key paragraph read as follows: 

“‘A Rheumatic Association is visualized to organize the general 
welfare of sufferers on a national scale both by direct action and 
advice and by assisting existing institutions. There would be an 
executive and an advisory staff, and a monthly journal to. keep 
sufferers, and the public generally, informed of developments in the 
treatment of rheumatism, of research into the disease, and of matters 
of public health bearing on rheumatism.” 


The response to this letter justified the founding of the Asso- 
ciation. It has been constituted essentially as a lay body with 
lay activities; its Council must always have a non-medical 
majority. Apart from myself, the medical men at present 
serving on the Council are: Dr. Francis Bach, Dr. S. W. Jeger, 
M.P., Dr. C. E. Lakin, Col. Stoddart-Scott, M.P., and Dr. H. D. 
Wyatt. The following are among those who have consented 


to be titular vice-presidents: the Marchioness of Reading, Lady - 


Megan Lloyd George, the Dean of Westminster, Sir Ian Fraser, 
Sir Alan Herbert, Sir Ralph Richardson, Sir Harold Tempany, 
the Earl of Scarborough, Mr. Percy Rockliff,; and the Rt. Hon. 
Tom Williams. 

The British Rheumatic Association is not intended to rival 


* any existing body. It has, in fact, the approval of the Empire 


Rheumatism Council, and is seeking registration as' a charity 
trust. It has been formed primarily to help rheumatic sufferers 
to help themselves ; but its membership is open to all who are 
interested in rheumatism, whether sufferers or not. The subscrip- 
tion has been fixed at 10s. per annum. Donations would be 
welcomed. The headquarters of the Association is at 118-120, 
Wardour Street, but written communications should be addressed 
to the Hon. Secretary, Mr. A. C. M. Bowen, B.A., at the clerical 
——— 111, Woodville Road, New Barnet, Herts.— 
am, etc., 


_ F. HERNAMAN-JOHNSON, 


New Barnet, Herts. n of Council, B.R.A. 


The Report of the London Council of Social Services for the 


Year 1946-7 has recently been published. Of particular interest is 


the expansion of the Old People’s Welfare Department that it 
reveals. An experimental London Federation of Homes for the 
Aged has been set up with the object of raising the standard of 
homes for the aged and for providing a consultation service. The 
Federation is planning a conference. for matrons of old people’s 
homes. The London Council has surveyed the home help available 
for old people in various boroughs. Ten local committees are now 
providing mobile meals services and canteens. ; 
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Planning and World Population — 


Dr. R. AHmMap (Dagenham, Essex) writes: In your leading article 
of Aug. 9 (p. 214), “ Planning and World Population,” there are 
two tacit assumptions for which there is no foundation in actual 
experience or scientific observation—first, that so-called “ contra- 
ception” is a satisfactory substitute for normal sexual intercourse; 
secondly, that this method has successfully solved the population 
problem. in European industrialized communities. A _ stationary 
population cannot be considered to be a successful result if the 
proportion of the younger age groups continues to decrease, and if, 
as a result of socially unequal reduction of births, the average level 
of intelligence of the population goes down. Yet these are the 
unmistakable trends here (British Medical Journal, 1947, 1, 185). 
. . . Ima letter of mine (March 23, 1946, p. 444) I referred to the 
various factors involved and pointed out the fallacies of the Malthu- 
sian theory, which further experience continues to underline rather 
than otherwise. ...In the pursuit of scientific knowledge (the 
vogue for which, one hopes, will become universal), discovery—and 
* galyation—comes sometimes unexpectedly, and for problems of 

nutrition scientific agriculture, with its phenomenal increase of pro- 

duction and the synthesis of foods, offers much more solid ground 
for hopeful planning than a theory which was not only illogical in 
its conception but has entirely miscarried in its practice. Such a 
cliché as “the standard of living” must be used ‘cautiously, and 
’ requires further analysis. Does it mean a nutritional standard, suit- 
able clothes, hygienic dwellings, a happy married life, opportunities 
for education and cultivation of the arts, a high ethical standard, 
or does it mean a motor-car for everyone, consumption of alcohol 
and tobaeco, extravagant clothes, disrupted family life, and visiting 
the cinema twe or three times a week? At any rate apart from 
nutrition and hygiene every country is entitled to its own standards. 
It is impossible to see any strict relationship between “ the standard 
of living ” and the birth rate, yet this is frequently taken for granted. 
Those who are staggered by the calculated increases of population 
should not neglect to note the considerably greater increases achieved 
in food production, and should take their refuge in scientific endeav- 
our, which is also without limit... . Apart from scientific food 
production, intensive study is indicated of the operation of natural 
fertility in man, of heredity in its application to eugenics, and of 
the comparative social structure of different nations in relation to 
industry. These studies should be undertaken locally in different 
parts of the world, so that a variety of outlook and relevance to 
local conditions is ensured. If, after having done that, we should 
still feel bewildered and helpless, it will be better to admit that there 
is no solution than to hark back to a theory which is merely in the 
nature of a wish-fulfilment. 


Bodies for Dissection 

‘Dr. W. J. Paramore (Bristol) writes: May I add to your reply 
to your correspondent that one way in which the deceased can 
prevail upon his executors to carry out any request as to the dis- 
posal of his body is to leave them a sum of money, conditionally 
upon his request being carried out. I believe I am correct in saying 
that a corpse is the property of the executors, if any are appointed, 


Mind and Matter 

Dr. W. J. Cupany (London, E.8) writes: 
Dr. E. R. Banner in his letter on the above subject (Sept. 13, p. 433) 
is aware that there is no evidence whatever to support McDougall’s 
“view” or even Stapledon’s? Indeed, there is a good deal of 
scientific evidence to establish the fact that life is never evolved 
from the inorganic. .. . 


Alien Doctors 

Dr. W. H. Scorr-Easton (Frinton-on-Sea, Essex) writes: I read 
with much interest and some concern your leading article (Aug. 16, 
p. 258) on the Medical Practitioners and Pharmacists Bill. Are you 
quite sure that the real motive behind this Bill is not to supply a 
pool of aliens which can be used as a threat when the more mature 
of our British doctors show unwillingness to join the projected 
Health Service ? 


Poliomyelitis 

Dr. Norman MacrapyeN (Letchworth, Herts) writes: The infan- 
tile paralysis film should be withdrawn and reconsidered. The 
emphasis on the lumbar puncture is unfortunate. Lumbar puncture 
in most cases is unnecessary, may do harm, and certainly does not 
justify the cruelty of submitting a child with a rigid, stiff, painful, 
and tender neck and back to the contortions shown: in the film. 
From the onset of the disease the patient should have absolute quiet 
and be in a position of relaxation of muscle and nerve. I think 
muscular exertion certainly increases the toxaemia. 


I wonder whether’ 


L. CARNAC RIVETT, M.Chir, F.RCS., F.RCOG 


Prof. F. J. Browne writes: The death of Louis Carnac Rivet, 
leaves a gap in British gynaecology that will not soon or easi 
be filled. Your short and factual obituary notice conveys but 
little idea of the vivid, versatile, and beloved Personality go 
familiar to his friends. Of surgical technique he was a 
master, and his manual dexterity and lightness of touch made 
an operation performed by him a delight to watch. On 
occasions the writer sent foreign visitors to him with a note of 
«introduction, knowing that they would there see the best in 
gynaecological surgery that London had to offer. They were 
always received with kindness and courtesy. Naturally some. 
what shy and diffident, while holding strong views of his own 
on many subjects, he. seldom obtruded them in private conven 
sation. Though he did not seem robust and must have been a 
very busy man, he never appeared hurried and found time to 
attend with remarkable regularity the meetings of the Section of 
Obstetrics and Gynaecology at the Royal Society ‘of Medicine, 
where his contributions to the discussions never failed to add 
something of value to the common store. One illustration of 
his versatility was his understanding of old clocks, which he 
could restore to usefulness and accurate time-recording when 
the experts had failed. The domestic sorrows of the last two 
years, including the death of his only son from anterior polio- 
myelitis in China, were borne with courage, but one wondets 
how much they had to do with starting the dire disease that 
ultimately and untimely took away his life. 


_ Dr. Kenneth Playfair, Chairman of the Medical Council of 
Queen Mary’s Hospital for the East End, writes: In the 
obituary notice of the late Mr. Carnac Rivett (Sept. 13, p. 435), 
there is no mention of an interesting stage in his career. Ip 
1919 Mr. Carnac Rivett was appointed honorary obstetrician 
and gynaecologist to Queen Mary’s Hospital for the East End, 
and he remained on the active staff of the hospital until 193}, 
It followed that Mr. Carnac Rivett was head of the department 
in 1923 when the Margaret Lyle Maternity Wing of Queen 
Mary’s Hospital (one of the largest maternity departments in 
London) was opened, and the department owes much to the 
fact that responsibility for the work was in his capable hands, 


Dr. MICHAEL KEANE died suddenly in Switzerland on Aug. i4 
at the age of 65. He qualified in Dublin in 1904, and after a 

riod as house-surgeon at the Mater Hospital he joined the 

egular Army and served for many years in India. He was 
mentioned in dispatches and awarded the O.B.E. towards the 
end of his service when he had reached the rank of lieutenant- 
colonel. He then went into general practice in Anerley, Kent, 
After fourteen years in this area he retired, and his sudden 
death so soon afterwards has come as a shock to his many 
friends and patients in Anerley. 


Dr. ARNOLD MCMILLAN, who died on Aug. 20 at the 

of 67, took the Scottish triple qualification in 1907. 

was a to the Brighton and Hove Hospital for 
Women and later to the Royal Sussex County spital, 
Brighton, and the Royal Albert Hospital, Devonport. Subse- 
quently he joined his cousin, the late Dr. J. J. Wallace, in general 
practice at Lyminge. During the 1914-18 war he was com- 
missioned as a surgeon-lieutenant, R.N., and served in the North 
Sea and the Mediterranean theatres. After the war he returned 
to Kent and went into general practice again in New Romney 
and Dymchurch. He was part-time medical officer of health 
for the borough of Romney from 1920, and from 1935 he held 
a similar appointment for the Lydd district. He was also 
medical superintendent to the old Romney Isolation Hospital 
and for some time deputy coroner for the area. In the recent 
war he worked with the Civil Defence Joint Committee for the 
Romney Marsh area and was responsible for the organization 
of A.R.P. work locally, For many years he had been a member 
of the-British Ornithologists Union, and he was interested also 
in archaeology and philately. 


Dr. LANCELOT Raout LEMPRIERE died at his home in, Ware, 
Herts, on Aug. 28, at the age ef 75. Coming from an old Jersey 
family (he was the son of Capt. Percy Lonamienh he was 


educated at Haileybury College, Worcester College, Oxford, 
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and Victoria College, Manchester, and after graduating in 1899 
he held resident appointments at Manchester Royal Infirmary 
and at Crumpsall Infirmary and Children’s Hospital. During 
the 1914-18 war he served as a captain with the R.A.M.C. He 
was the medical officer at Haileybury College for thirty-five 

and was at one time president of the Medical Officers of 
Schools Association. 

Mr. W. Donald Bedford writes: Lancelot Raoul Lempriere 
was a familiar and popular Hertfordshire fi whom every- 
one, and particularly Old Haileyburians of the last fifty years, 
will remember with esteem. Always particularly interested in 

, he distinguished himself especially in gymnastics—he won 
the All England Public Schools Gymnastic Competition in 1890 
and the Silver Medal at Aldershot in 1891. He was also captain 
of the Worcester College football team and played hockey for 
Lancashire. He was a good tennis and squash player, and up 
till his death he thoroughly enjoyed judging the boxing and 
diving contests at Haileybury. He was appointed medical officer 
to Haileybury College in 1903 and remained in that capacity 
for thirty-five years, with a four-year break of military service 
in the first world war, for which services he received the O.B.E. 
and the “ Médaille des Epidémies.” He was president of the 
School Medical Officers’ Society from 1924 to 1927, and was 
on the committee which drew up the “Code of Rules for Pre- 
vention of Infectious Diseases in Schools,” which is still in 
general use. He was a member of the Psycho-analysis Com- 
mittee of the B.M.A. in 1929. Recently he was president of 
the Herts County Hospital Medical Society. From 1939 on- 
wards he wrote the Old Haileyburian’s letter in the college 
magazine and completed his last one on his deathbed. To 
risoner of war he wrote four letters 
a year and was responsible for their parcels, etc. During the 
school vacations it was Lempriere’s great delight to act as ship 
surgeon or as locum for many of the local doctors, and if he 
had any regrets in his school practice it was because, to quote 
his words, “he missed the personal contacts with ordinary 
people in general practice.” Lempriere was indeed a fine 


‘character, and 20 years’ contact with him made one appreci- 


ate more and more his absolute integrity, his kindliness, and 
his conscientiousness, which he carried to an extreme degree. 
He would frequently sit up all night with an ill boy. To have 


’ a consultation with Lempriere was always a great pleasure. 


Dr. ISABELLA MACDONALD MACDONALD, who died on Sept. 2 
in London at the age of 91, was one of the first few women in 


this country to qualify. She was a daughter of the late Mr. John ~ 


Macdonald, town clerk of Arbroath. A student at the London 
School of Medicine for Women, she took the L.S.A. and the 
London M.B. in 1888 and shortly afterwards was appointed 
resident physician at the Cama Hospital, Bombay. Unfortu- 
nately, after only three years’ work there she had to resign 
because the climate had affected her health. She returned to 
London and in due course became senior physician and later 
consultant physician at the Elizabeth Garrett Anderson Hospital. 
In 1925 her friends and patients presented the hospital with a 

rtrait of her in ve of her outstanding work there. 

t. Macdonald was also a medical referee for the Baptist 
Missionary Society, and she continued in practice until her house 
in oe tea Street, Portman Square, was wrecked by a land- 
mine in . ' 


Prof. Major Greenwood, F.R.S., writes: One of the amateurs 
of medical history who are grateful to Dr. Brock may perhaps 
be permitted to add a few sentences to the obituary notice 
in the Journal of Sept. 13 (p. 436). Dr, Brock was the only 
member of our profession who has made it possible for an 
English reader whose Greek and Latin are vestigial or, now 
that both the “ learned languages ” are optional, rudimentary to 
read Galen for himself. His edition of Galen, On the Natural 
Faculties, in the Loeb series, to which you refer, is invaluable 
to either class of reader. Those with vestiges of Greek 
like me—using his readable translation can 
ollow the text pretty well; the others can form a fair idea 
of the style, literary and scientific, of the old. Dictator of 
Medicine. They can see why Dr. Brock said that Gdlen reminds 
one of another even more famous writer of Hellenistic Greek, 
the apostle Paul. Dr. Brock published another valuable book, 
Greek Medicine (London, 1929: J. M. Dent), which includes 
spirited translations from other works of Galen. Were it not 
for Dr. Brock, “Galen” would be really a sealed book to, 
say, 80% of medical readers. The only complete translation 
is into Latin, and not, as scholars tell us, a good translation. 
Yet Galen’s influence is not extinct. We can all raise our eye- 
when = (in an account 

_Incorrect physiology and mythical pathology, but we still 
believe, and do well to believe, much that Galen taught. 


Universities and Colleges 


UNIVERSITY OF LONDON 
Gordon Macaulay Frizelle, M.D., has been appointed Assistant 
Dean of the London School of Hygiene and Tropical Medicine. 


UNIVERSITY OF WALES 
WELSH NaTIONAL SCHOOL OF MEDICINE 
Ralph Montgomery Fullarton Picken, M.B., ChB. DP.H., 
Mansel Talbot Professor of Preventive Medicine and Acting Provost 
of the Welsh National School of Medicine, has been appointed 
Provost of the School in succession to the late Col. A. W. 
Sheen. Prof. Picken was medical officer of health for Cardiff from 
1921 to 1933 and was a member of the Council of the British 
Medical Association from 1930 to 1945, when the work attached 
to his appointment as Acting Provost of the School caused him 
to resign. When, in 1942, Mr. H. S. Souttar, then Chairman of 
the Council of the B.M.A., became chairman of .a mission to report 
on the medical services forthe armed Forces in India, Prof. Picken 


was appointed to act as Chairman of the Council in Mr. Souttar’s., 


absence. 


ROYAL COLLEGE OF OBSTETRICIANS AND 
GYNAECOLOGISTS 
A lecture on “ Some Aspects of the Anatomy of the Pelvic Floor ” 


will be delivered by Mr. Frederick A. Maguire, honorary gynaeco- — 


logist, St. Vincent’s Hospital, Sydney, Australia, at the College 


House (58, Queen Anne Street, London, W.) on Wednesday, Oct. 1, . - 


at 5 p.m. All Fellows and Members of the College and other 
doctors interested in the subject are invited to attend the lecture, 


admission to which is by ticket only, obtainable from the secretary, , 


of the College. Tickets will be allotted in the order of application. 
SOCIETY OF APOTHECARIES OF LONDON 


A course of twenty postgraduate subscription lectures on modern: 


therapeutics will be delivered in the Hall of the Society (Black Friars 


‘Lane, Queen Victoria Street, E.C.) during October and November, 
beginning on Oct. 13, at 5 p.m. The fee for the whole course is . 


£10 10s. (£8 8s. for Members and Diplomates of the Society), or 15s. 
for a single lecture. Full particulars may be obtained from the 
registrar of the Society at the above address. 


Medico- Legal 


MORPHINE IN A PATENT MEDICINE 
[From Our MEpiIco-LEGAL CORRESPONDENT] 
A father in Gorton, Manchester, bought three bottles of 


“Johnson’s Celebrated Infants’ Preservative” with which to 


treat his younger son for wind. The elder boy found an open 
bottle and drank half the contents; before long he became ill, 
and he died in Ancoats Hospital the next day. Dr. P. B. 
Woolley, a resident medical officer, produced the bottle, which 
the parents had handed to him, and said that the full contents 
would have contained just under 1 gr. (65 mg.) of morphine, 
a fatal dose for a child aged 2. The deputy coroner, Dr. 
Stanley Hodgson, asked him if he had any other experience 
of * this pernicious rubbish,” and he answered that if a drug 
contained less than 0.2% of morphine it was not covered by 
the Dangerous Drugs Acts. The deputy coroner observed that 
doctors were told that morphine was most dangerous to 


children ; in his opinion it was criminal that this sort of medi- 


cine was sold indiscriminately to parents who were not warned 
that it could be just as poisonous as carbolic acid. 

The exception to which Dr. Woolley referred is contained 
in the Dangerous Drugs Regulations, 1937 (S.R.O. 560), which 
allow the free sale of preparations, admixtures, or other sub- 
stances containing not more than 2.5% of methylmorphine or 
ethylmorphine (calculated as pure drug) associated with other 
medicinal substances. 

The manager of the firm which manufactures the drug said 


to a Press reporter’ that the firm had been selling it for over a» | 


hundred years. He denied that each bottle contained a grain 
of morphine, and referred to the formula on the label giving 


the content as 0.432 gr. (28 mg.). No evidence of analysis was 


given at the inquest. - 
1 Daily Mail, Jane 25. 
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EPIDEMIOLOGY SECTION 


No. 36 
INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended Sept. 6. 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) nd and Wales (London included). (b) 
London (administrative county). (c) tland. (d) Eire. (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative county). (c) The 16 principal towns in Scotland. (d) 
The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 


A dash — denotes no cases; a blank space denotes disease not notifiable or 
no return available. 


1947 [1946 (Corresponding Week) 
f ©} @ © oO 
Cerebrospinal fi se 36 2| 34 3 — 
Diphtheria 18) 42 8 284) 29 31) 2i 
ths 2; — 2a—|— 
Dysen 9 3; — 
Encephalitis lethargica, 
ths 
Erysipelas 36, +4) — 
Infective enteritis or 
diarrhoea under 2 
years 96 70) 
Deaths 9} 10) 2 
Measies* 1,447| 61] 41) 135; 111,321 
Ophthalmia neonatorum 53} 2 
.fatyphoid fever 29; 42) — 
Pneumonia, influenza! . . 215; 11 5} — 
2 292| 13 
Pneumonia, primary .. 96} 15 | 
Deaths 17 7 23 6 
Polio-encephalitis, acute 46) 6 a 
Poliomyelitis, acute .. 662} 174 8 1 9) 
Puerperal fever .. ry ‘12 | 
Deaths 
Puerperal pyrexia 1] 136 10| 1 
Relapsing fever — | — & 
Deaths 
Scarlet fever 540| 44) 113) 12) 21 
oid fever 1 1 
ths 
Whoopi * 1,683) 177} 61] 74) 10)1,824 
Deaths (0-T year) year 23; 9 345) 46) 41 
Infant mortality rate 
(per 1,000 live births) | 
still- 3,668] 58 
Annual death rate (per 
1,000 persons living) 10-5] 9-8 11-0}10-3) 
Live births ty 464}1340| 978) 387) 23018, 
8, 784/1451| 1,028) 330] 236 
persons living .. 19-7| 24-4 20-7) 21-1 
Stillbirths 196} 35] 36) 
stillborn) .. 42) 


* Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only. 


t Includes fi fi 
| England and Wales, London (administrative 


¢ Includes puerperal fever for England and Wales and Eire. 


EPIDEMIOLOGICAL NOTES _ 


Poliomyelitis and Polio-encephalitis 


The number of cases of poliomyelitis in England ang Ww 
notified during the week ended Sept. 13 was 572, as agai 

in the previous week, and the number of notifications of Polio. 
encephalitis was 42 (46). 

In London the decline in the notifications of poliomyeliti 
mentioned last week (Sept. 20, p. 473) continued ; the § 
for the last four weeks are 115, 77, 69, 63. In most 0 
counties there were -varying declines not obviously relateg to 
geographical situation. There were increases in Bucks ? 0) 
Cornwall 4 (0), Cumberland 7 (2), Derby 8 (5), Devon S 
Hereford 6 (1), Hertford 12 (9), Hunts 3 (1), Leicester 15 (11), 
Lincs (Kesteven) 7 (1), Northampton 7 (5), Salop 5 (1), South. 
ampton (Hants) 11 (5), E. Sussex 9 (6), W. Sussex 7 (5), Isle 
of Wight 7 (4), Isle of Ely 1 (0), Cardigan 1 (0), Carmarthen { 
(0), and Brecon 1 (0). 

It is obviously too early to attempt to forecast the Probable 
future trend of notifications, but the reduction of 90 over the 
country as a whole is 

Clinical Records.—One of the fundamental problems of the 
epidemiology of poliomyelitis is how the virus gets its teeth, 
and it is suggested that a study of outbreaks which hay. 
occurred, or may occur, in semi-isolated communities, such 45 
residential schools and children’s homes, at different stages of 
the general high prevalence might throw some light on this 
problem. The essential object of the inquiry would be to fing 
out how the disease behaves in such communities at different 
seasons of the year. These communities have been choses 
because it should be easy to determine the number of sub 
clinical cases (see our annotation on this subject, Sept. 13 
p. 423) occurring, an.investigation which could only be under. 
taken with difficulty in the general population. 

Doctors who have had, or may have, to deal with outbreaks 
in semi-isolated communities, and particularly school medical 
officers, are asked to supply in the first instance a short state 
ment as to the approximate date of the outbreak, population af 
risk, and the number of definite and doubtful cases. This 
would make it possible to decide whether more detailed investj- 
gation would be likely to contribute to the solution of the 
problem. Subsequently it may be useful to collect information 
in a more or less standard form for ease of analysis. It would 
also be helpful if the Ministry of Health could be informed 
immediately a first case appears in a previously unaffected, 
semi-isolated community. 

Information about such cases and records of earlier outbreaks 
in semi-closed communities should be forwarded directly to 
=” Med. III, Ministry of Health, Whitehall, London, 

.W.1. 

Post-mortem Material—In addition to specimens in glycerol 
saline for the virus reference laboratory, Colindale, it is re 
quested that representative specimens of spinal cord, as much 
as possible of the brain stem, and pieces of cortex including 
the motor area be preserved in formol saline and sent either 
to Prof. J. McIntosh, Middlesex Hospital, Mortimer Street, 
London, W.1, or to Dr. J. G. Greenfield, National Hospital 
for Nervous Diseases, Queen Square, W.C.1. 


Food-poisoning in Perthshire 


Two outbreaks of food-poisoning have occurred in Perth 
shire in recent weeks. On Aug. 31 a party of 60 had a meal 
at 6 p.m.; and between 7 p.m. and 10 p.m. 56 of the party 
became ill, 4 being detained in hospital. Evidence pointed to 
tinned — beef, which had been opened and served immedi 
ately. en.seen next day the meat appeared to be perfectly 
sound, but on examination the outer surface was found to be 
heavily contaminated with Staphylococcus aureus. The tin com 
cerned was one of a consignment which had been distributed 
all over the area, mainly in small portions, but no further cases 
appeared. 

On Sept. 6, in almost the same area,- another outbreak 
occurred, but in this case the food in question was found to 
be cream buns, and the causal organism Salm. aertrycke. 
Approximately 120 persons were ected, with one death. 
Most of the cases were fairly mild, and, since in these case 
there was some delay in obtaining medical advice, the true 
position did not become apparent until the fourth day. Fort 
nately two of the cream buns were discovered on the sixth 
day, and from these, as from the faeces of some of the casé, 
Salm. aertrycke was demonstrated. The cream in question 8 
widely distributed over the country, and it was made up in the 
usual way. There have been no reports of cases elsewhere, and 
the source of the contamination in this instance is not known. 
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Discussion of Table 


land and Wales there was an increase in the number_ 
ae easton, of scarlet fever 104, acute poliomyelitis 50, and 
ing-cou 
ier dysentery 21, and diphtheria 19. 4 

An increased incidence of whooping-cough was recorded in 
most areas of the country ; the largest local increases were in 
Lancashire and Staffordshire, where rises of 59 and 40 were 

rted. There were only a few areas which provided excep- 
tions to the general decline in the incidence of measles ; the 
largest falls were Glamorganshire 67 and Monmouthshire 50. 

The chief feature of the returns for diphtheria was a decrease 
of 12 in Warwickshire. In Bedfordshire 12 further cases of 
paratyphoid fever were notified; 47 cases have been notified 
from this outbreak in the past four weeks. An increase of 10 
in the notifications of dysentery was recorded in Lancashire ; 
the largest local centre of infection in the country during the 
week was Liverpool C.B. 10. se ‘ 

In Scotland an increase was recorded in the notifications of 
scarlet fever 30, dysentery 11, and diphtheria 5. A decrease of 
14 was recorded for cases of whooping-cough. The rise in the 
notifications of dysentery was due to isolated cases, and no large 
outbreak of any size was reported. Diphtheria was less pre- 
valent in most areas, but a rise of 19 occurred in Glasgow. The 
increase in cases of scarlet fever was contributed by the western 

a. 

“ir outbreak of gastro-enteritis in the village of Kincardine 
O’Neill has affected almost half of the 182 inhabitants. The 
outbreak was due to the milk from one cow, which subsequently 
died. 

In Eire decreases were recorded for diarrhoea and enteritis 
11, and measles 20, while the notifications of whooping-cough 
increased by 15. f 

In Northern Ireland the trends of infectious diseases did not 
show any large variations. 


Week Ending September 13 


The notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 674, whooping-cough 
1,519, diphtheria 162, measles 1,038, acute pneumonia 203, 
cerebrospinal fever 25, acute poliomyelitis 572, acute polio- 
encephalitis 42, dysentery 69, paratyphoid 14, and typhoid 13. 


Medical News 


Cancellation of Harveian Dinner 

The Royal College of Physicians of London announces that, in 
view of the Government’s decision about dinners, it has reluctantly 
decided to cancel the Harveian Dinner, arranged for Oct. 18. 


Middlesex Hospital Medical School ; 

The Middlesex Hospital Medical School, desiring to fall in with 
the Government’s expressed wish regarding dinners for large numbers 
of people, has cancelled the annual dinner of the School which had 
been arranged for Oct. 2 at the Savoy Hotel. . 


Dr. C. Hill as Luton Candidate 

Dr. Charles Hiil, Secretary of the B.M.A., was on Sept. 23 
unanimously chosen as prospective Parliamentary candidate of 
Luton United Liberal and Conservative Association for the Luton 
Division. 
The Osler Club 
- The Osler Club of London, which was founded in 1928, is to be 
revived. The objects of the club are to encourage medical students 
to link the history of their art with their professional work and 
to keep alive the memory of Sir William Osler. Those interested 
should write to the Acting Secretary, Dr. A. White Franklin, 11, 


* Wimpole Street, London, W.1. 


Territorial Army 
The following Territorial Army medical units have re-formed in 


' the London area. There are vacancies for specialist and non- 


specialist medical officers and for warrant officers, N.C.O.s, and 
men. Anyone interested in joining one of these units should apply 
to the officer commanding: 2 (London) General Hospital, Elmgrove 
Road, Harrow (Tel.: Harrow 6890); 167 and 168 (City of London) 
Field Ambulances and 24 (London) General Hospital, 57a, Farring- 
don Road, E.C.1 (Tel.: Holborn 2536); 10 and 17 (London) General 
Hospitals, 8 (London) Field Hygiene Company, and 4 (Para) Field 
Ambulance, Duke of York’s Headquarters, Chelsea, S.W.3. There 
are also vacancies for Territorial Army regimental medical officers 
in various parts of London. Application should be made to the 
a 13, Eccleston Square, S.W.1, or to the O.C. unit 
concerned. 


gh 65, and a decrease in the incidence of measles - 


Care of Old People 

At the first meeting of the governors of the National Corporation ° 
for the Care of Old People, at which Sir George Wilkinson, Bart., 
presided, it was decided to appoint an Advisory Council to make 
recommendations on the policy and activities of the Corporation 
and to examine all applications for grant-aid. The Hon. Geoffrey 
Gibbs, C.M.G. (vice-chairman of the Corporation), will be the 
chairman and Mr. L. Farrer-Brown, J.P., the vice-chairman of this 
Council. The following have agreed to serve, in their personal 
capacities, as members of the Advisory Council: Mr. H. Fieldhouse, 
C.B., O.B.E.; Mr. D. H. W. Hall; Mr. A. W. Hersee, O.B.E.; 
Alderman Mrs. A. V. Hiil; Mr. Howell James; Sir Geoffrey King, 
K.B.E., M.C.; Mr. Fred Messer, J.P., M.P., Sir Ernest Rock 
Carling, F.R.C.P., F.R.C.S.; Miss E. L. Younghusband, M.B.E., 
J.P. Mr. Allendale Sanderson was appointed secretary of the 


Corporation. 


Radio-isotopes for Research 

President Truman announced on Sept. 3 that the U.S.A. will 
make radio-isotopes for medical and biological research available to 
workers in other countries. Distribution will be directed by the 
U.S. Atomic Energy Commission. Governments whose research 
workers request radio-isotopes must agree to (1) make progress 
reports to the A.E.C. every six months, and permit publication of 
reports; (2) ensure that radio-isotopes are used for the purpose 
stated in the request, which must be approved by the A.E.C.; and 
(3) permit qualified scientists, irrespective of nationality, , to visit 
institutions where the materials will be used, and to obtain informa- 
tion freely. U.S. laboratories and research groups wish foreign 
scientists to visit institutions in the U.S.A. where medical and 
biological research with radio-isotopes is being conducted. Govern- 
ments whose workers require radio-isotopes must designate repre- 
sentatives in the U.S.A. to file requests and pay for the materials, 
and assume responsibility for safe handling in transit outside the 
U.S.A. The A.E.C. will publish a catalogue of the substancés 
obtainable and their prices. The following radio-isotopes are avail-. 
able: antimony?*? '** 175, arsenic’® 7’, bromine®’, calcium**, carbon", 
chlorine**, cobalt®, copper®, gold’** iodine’; iron®* **, mer- 
203 205 phosphorus*?, potassium*?, silver?®® 22° stron- 
tium**, sulphur**, sodium”, zinc® °°. 


Algiers Surgeon’s Visit 
Prof. Pierre Goinard, head of the neurosurgery centre at the 
Barbier-Hugo Hospital, Algiers, is visiting Britain under the 


auspices of the British Council to study psychiatric and neurosurgical ° 


centres. 


Wills 

’ Dr. Reginald John Gladstone, formerly reader in anatomy at 
King’s Coilege, London, who died on Feb. 12, left £42,182. 
Dr. Thomas Wiiliam Shore, dean of St. Bartholomew’s Hospital 
Medical College 1906-30, who died on Feb. 19, left £17,357. 
Dr. Arnold Lyndon, a former Vice-President of the B.M.A., who 
died on Nov. 14, 1946, left £44,652. Dr. George Foggin, of 
Newcastle-upon-Tyne, left £2,046; Dr. Walter Wingfield Nuttall, of. 
Folkestone, Kent, left £34,946; and Dr. Edward John Macartney 
Watson, of Dublin, left £43,133. 


COMING EVENTS 


Cambridge Medical Graduates’ Club 

It is hoped to revive the activities of the Cambridge Medical 
Graduates’ Club with a sherry party at the Apothecaries’ Hall (Black 
Friars Lane, Queen Victoria Street, London, E.C.) on Thursday, 


Oct. 30. As the secretaries of the club have been unable to trace . 


a large number of old members, all who have not received notices 
should communicate with Dr. R. A. Hickling, of 99, Harley Street, 
London, W.1. The subscription to this mainly social club is £1 1s. 
for life membership. There have been no new members since 1939: 
All Cambridge medical men are eligible for election, and those who 
have qualified since 1939 are urged to get in touch with their hospital 
representative or with Dr. Hickling. 


Royal Free Hospital School of Medicine 

Prof. Ida Mann, F.R.C.S., will present the prizes of the Royal 
Free Hospital School of Medicine and will deliver the 1947-8 
inaugural address on “ The Possibilities of a Medical Education ” 
at B.M.A. House, Tavistock Square, London, W.C., to-day (Friday, 
Sept. 26), at 3 pm. | ‘ 


Films on Penicillin and Anterior Poliomyelitis 

The Chelsea and Fulham Division of the B.M.A. has arranged 
for the following films to be shown on Friday, Oct. 3, at 8.15 p.m. 
at Fulham Hostel, 367, Fulham Road, S.W. (1) Penicillin, to be 
introduced by Dr. P. Harvey, Mr. J. Cooper Brass, and a patho- 
logist; (2) Anterior Poliomyelitis, to be introduced by Dr. W. H. 
Kelleher. All medical practitioners are invited to attend. 
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MEDICAL NEWS 


Shropshire and Mid-Wales Branch of the B.M.A. 


A clinical meeting of the Shropshire and Mid-Wales Branch of 
the B.M.A. will be held at King Edward VII Memorial Sanatorium 
for Shropshire, Shirlett, nr. Broseley, on Tuesday, Sept. 30, at 


3.30 p.m. 
Mid-Essex Division of the B.M.A. 


A meeting of the Mid-Essex Division of the B.M.A: will be held 
at Chelmsford and Essex Hospital on Sunday, Oct. 5, at 11 a.m., 
when Mr. H. A. H. Harris and Dr. James Hall will read a paper 


on “ Rehabilitation in Hospital and General Practice.” 
Welsh National School of Medicine 


The opening Sessional Address of the Welsh National School-of 
Medicine will be given in the school on Tuesday, Sept. 30, by Prof. 
Harry Platt, M.D., M.S., F.R.C.S., F.A.C.S., professor of‘ ortho- 
paedic surgery in the University of Manchester, on ‘ Medicine, 


Science and Learning.” 
Medical Society of the L.C.C. Service — 


A meeting of the Medical-Society of the L.C.C. Service will be 
held at County Hall, Westminster Bridge, S.E., on Thursday, Oct: 2, 
at 4 p.m., when Prof. John A. Ryle, M.D., F.R.C.P., will open a 


discussion on “ The Social Aspects of Hospital Work.” 
National Association of Insurance Committees 


The thirtieth annual Meeting of the National Association of 
Insurance Committees will be held at B.M.A. House, Tavistock 
Square, London, W.C., on Thursday, Oct. 2, at 3 p.m., when the 
proceedings will be opened with an address by the Rt. Hon. Aneurin 
Bevan,. Minister of Health. The meeting will be continued on 


Friday, Oct. 3, at 10 a.m. 


Royal College of Obstetricians and Gynaecologists’ Dinner 


The Royal College of Obstetricians and Gynaecologists has 
arranged a dinner to be held at. the Connaught Rooms, Great 
3, at 7 p.m. for 


Queen Street, London, W.C., on Friday, Oct. 
7.30 p.m. 


Royal Sanitary Institute 


A meeting of the Royal Sanitary Institute will be held at Chester 
Town Halt on Friday, Oct. 3, at 10.45 a.m., when Dr. Arnold 
- Brown will read a paper on “The Administrative Aspects of the 


Care of Children.” 
King’s College Hospital Medical School 


The opening of the one hundred and eighteenth session of King’s 
Cellege Hospital Medical School will take place at the School, 
Denmark Hill, S.E., on Friday, Oct. 3, at 3 p.m. The Dean will 
present the scholars and prize-winners to Sir Edward Mellanby, 
K.C.B., D.Sc., M.D., F.R.C.P., who will deliver the Introductory 
Address. Surgeon Rear-Admiral Sir Cecil Wakeley, K.B.E., C.B., 


D.Sc., F.R.C.S., will preside. 
Westminster Hospital Medical School 


Sir Adolphe Abrahams will deliver the inaugural address at the 
Westminster Hospital Medical School, 17, Horseferry Road, S.W. 


on Monday, Oct. 6, at 3 p.m. 
Road Safety 


The Royal Society for the Prevention of Accidents will hold its 
Silver Jubilee Congress at Brighton on Oct. 7-10. Among the sub- 
jects discussed will be one on the “ Psychological Aspects of Child 


Road Accidents” by Dr. K. Soddy on Oct. 8. 


Chadwick Lectures , 


The following Chadwick Public Lectures have been arranged: 
Tuesday, Oct. 7, 2.30 p.m., at 


Dec. 4, 4.30 p.m. at St. Mary’s Hospital 


Westminster, S.W.1. 


Training of Specialists 


Sir Francis Fraser, M.D., F.R.C.P., will deliver the annual address 
on “The Training of Specialists: The Place of Postgraduate Insti- 
tutes,” at a meeting of the Institute of Laryngology and Otology, 


at 330, Gray’s Inn Road, W.C., on Friday, Oct. 10, at 4.30 p.m. 


Royal Society of Tropical 
Medicine, 26, Portland Place, W., Brigadier A. E. Richmond, “ Posi- 
tive Health—Its Attainment in the Soldier, and the Army’s Contribu- 
tion to it in the Civilian”; Tuesday, Nov. 4, 2.30 p.m., at 
London Missionary Society, 42, Broadway, Westminster, S.W., 
Dr. C. T. Maitland, “ Hospitals and Health Services”; Thursday, 
Medical School, 
Norfolk Place, Praed Street, W., Dr. G. B. Mitchell-Heggs, “* Some 
Changes in Dermatology since the time of Sir Malcolm Morris.” 
Admission to the lectures is free, and further particulars may be 
had from the secretary of the Chadwick Trust, 204, Abbey House, 


SOCIETIES AND LECTURES 


ROYAL COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn Fj 
W.C.—Monday, Sept. 29, 5 p.m. Hunterian Lecture 
Hassan Ibrahim, Bilharziasis and Bilharzial Cancer of the ; 
Tuesday, Sept. 30, 5 p.m. Hunterian Lecture by Prof. Harold 
Wookey, Senior Surgeon, Toronto General Hospital,” 
Treatment of Malignant Disease of the Pharynx and Bical 


RoyaL Society OF MEDICINE 


Section of History of Medicine——Wednesday, Oct. 1, 239 : 
Presidential Address by Dr. Hubert J. Norman: History of te 

ection of Neurology.— y, Clini 
ing at the National Hospital, Queen Sq we nical ‘mest 


POSTGRADUATE DIARY 


Giascow UNIVERSITY: DEPARTMENT OF OPHTHALMOLOGY.—Wednes. 
day, Oct. 1, 8 p.m., Dr. J. D. Fraser: Industrial Cataract. 

LonpoNn SCHOOL OF DERMATOLOGY, 5, Lisle Street, Leicester 
‘W.C.—Thursday, Oct. 
Pyogenic Affections. 

PuysicaL Society: Cotour Group.—At Small Physics Lectyr 
Theatre, Imperial College, Imperial Institute Road, London, §,W 
Wednesday, Oct. 1, 3.30 p.m. Review and discussion’ of Inter 
national Colour-Vision Conference held at Cambridge in July, to 
be opened by Mr. J. G. Holmes and Mr. R. G. Horner. 


A series of special Honyman Gillespie lectures has been arranged, 
in association with Edinburgh graduate courses, to be given 
in the West Medical Theatre, Edinburgh Royal Infirmary, on Thus 
day, at 4.30 p.m., from Oct. 16 to Nov. 27, both dates inclusive. 
The lectures are open to all graduates arid senior students. Details 
will be published in the diary column of the Journal week by 
week. 


A course of lectures and demonstrations will be held at the 
London Chest Hospital during the winter term on Fridays from 
Oct. 17 to Dec. 19, all_at 5 Be. with the exception of the lecture 
and demonstration on Dec. 12, which will be given at 6 pm. A 
second course will be held during the spring term from Jan. 9 to 
March 12, 5 p.m. Admission will be by ticket only and the fee for 
each term is £2 2s., except for serving and demobilized members of 
H.M. and Allied Forces. Applications should be addressed to the 
Dean, London Chest Hospital, Victoria Park, E.2. 


The next clinico-pathological demonstration will be held in the 
Meyerstein Lecture Theatre of the Westminster Hospital School of 
Medicine, Horseferry Road, S.W., on Monday, Oct. 13, at 5 p.m, 
and not on Oct. 6 as announced in the Journal of Sept. 20 (p. 474), 
The subject under discussion will be Anterior Poliomyelitis. 


APPOINTMENTS 


Mr. George Laws, M.B.E., will take office as chairman of the 
Council of the Royal Sanitary Institute on Oct. 1. 


Dr. Alan Trevor Jones, of Cardiff, has been appointed Senior 
Administrative Medical Officer of the Welsh Regional Hospital 
Board. 

"Dr. Trevor Jones is a medical officer under the Welsh Board of Health. 

Dr. Alexander Boyd Williamson, O.B.E., has been appointed 
Senior Administrative Medical Officer of No. 2 Regional Hospital 
Board, with headquarters at Leeds. 

Since 1934 Dr. Williamson has been Medical Officer of Health for,Portsmoath. 


Gitmour, Davip, M.B., Ch.B.Ed., D.P.M. tty Medical Superintendent, 
Birmingham City Mental Hospital, Winson Green. 


BIRTHS, MARRIAGES, AND DEATHS 


The charge for an insertion under this head is 10s. 6a. for 18 words or less. 

Extra words 3s. 6d. for each six or less. Payment should be forwarded with 

the notice, authenticated by the name and permanent address of the sender, 

and should reach the Advertisement Manager not later than first post Monday 

morning. ‘ 
BIRTHS 


Donerty.—On Sept. 11, 1947, at Cardiff, to Eva (née Kennedy), wife of Dr. C.J. 


Doherty, a daughter. 
Evmes.—On Aug. 20, 1947, in Dublin, to Margaret (née Dutton), wife of Dr. E 
Elmes, East Waylands, Hayes End, Middlesex, a daughter—Penelope. 
MALLINSON.—On Sept. 9, 1947, at St. George’s Hospital, S.W.1, to Eila, wife 
of Sir Paul Mallinson, a daughter. 
MARRIAGES 


AIRTH—MACLENNAN.—On, Aug. 30,. 1947, at the Naval Chapel, Portland, 
Graham Robertson Airth, to Patricia Ann MacLennan. 


Witson—West.—On Sept. 6, 1947, at St. Mary’s Church, South 
William 


Eric John Wilson, B.Sc., M.B., Ch.B., to Emily Florence West, . 


DEATH 
JoHNsON.—Charles, M.B., B.S., F/O, R.A.F. Only son of Mr. and Mrs. C. W. 
ieee of 196, land - South Shields. In a flying accident om 
Sept. 17, 1947, at 12.15 p.m. at Acklington Airfield, Northumberland: 
Merver.—On Sept. 5, 1947, at 80, Trafalgar Road, Birmingham, Fritz Meyet, 
M.D.Berlin, aged 62, after a long illness. 


2, 5 pm. Dr. G. B. Mitcheil-Heggs: 
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ANY QUESTIONS ? 


—— 


Any Questions? 


ndents should give their names and addresses (not for 
Tetion) and include all relevant details in their questions, 
d be typed. We publish here.a selection of those 


ich shoul : 
dens and answers which seem to be of general interest. 


Diphtheria Immunization 


Q.—There was a survey some time ago of the results of 
diphtheria immunization over @ period. This showed the 
highest percentage of lasting immunity from an initial dose 
of 0.25 ml. A.P.T., and apparently stressed that this dose should 
be as high as possible (that is, not less than 0.2 ml.). The initial 
dose was the deciding factor in the percentage of lasting immu- 
nity gained. If this is so, can a reinforcing dose be justified if 
it gives no more than transient immunity in those who lose 
their immunity rapidly ? 

A.—For the production of antibody, as in the active immu- 
nization of children against diphtheria, the first injection of 
antigen, called the “ primary stimulus,” serves mainly to pre- 
pare or sensitize the antibody-producing cells so that when the 
second antigen—the “secondary stimulus ”—is given there is 
a rapid outpouring of antibody. It is important that this first 
dose should be large enough to prepare the antibody mechan- 
ism for the response which it should give when the second 
dose, which may be much smaller, is administered. Thus it 
is theoretically wrong to give a small first dose and a larger 
second dose, as is common practice in this country, although 
a dose of 0.1-0.2 ml. of A.P.T.—a very good antigen—has been 
found to be an adequate primary stimulus, since when the 
second dose is given the Schick conversion rate is practically 
100%. The production of antibody in response to the second 
dose is maintained at a high level for a short period, and then 
shows a steady decline so that in two to three years demon- 
strable antibody may be absent from the blood. This happens 
irrespective of the size and nature of the primary stimulus, 
although the fall may occur earlier with one kind of antigen 
than with another; for example, the Schick reversion rate, 
which means loss of immunity, is higher and occurs more 
quickly after immunization with two doses of T.A.F. than 
with A:P.T. When the antibody has dropped to a very low 
level the boosting dose given one year or more later acts in 
the same way as the secondary stimulus, so that there is again 
a rapid production of antibody, which may reach even higher 
levels and persist for a longer period than is the case after the 
first immunizing course. This boosting dose should therefore 
not be omitted even if the primary stimulus was a particularly 
good one. 


Treatment of Rheumatoid Arthritis 


Q.—I! was interested in Dr. Imre Barsi’s article (Journal, 
Aug. 16, p. 252) on the treatment of rheumatoid arthritis by 
the transfusion of citrated blood from a pregnant woman. 
Realizing the difficulties, 1 wondered if an alternative to such 
a method had been tried, by the use of, say, the intramuscular 
injection of chorionic gonadotrophin. I propose to try one or 
two cases on a dosage of 100 iu. I should be grateful for your 
comments. 


A.—The treatment of rheumatoid arthritis by the transfu- 
sion of blood from a pregnant woman has not been tried, so 
far as we are aware, by anyone except the author of the article 
referred to. The difficulties inherent in such a method in this 
country are obvious, and the idea of using chorionic gonado- 
trophin has occurred to others and is likely to be the subject 
of trial. It must be regarded as purely experimental at the 
present stage, and the results should be carefully watched and 
tecorded ; under such conditions it would be justified. The 
dosage suggested would be appropriate in the first instance 
and might be modified in the light of experience in the 
direction of either increase or decrease; possibly courses of 
a few doses with intervals over a period of twelve months would 
furnish useful information: a shorter period of observation 
would be less reliable. 


Removal of Cyst from Hand 


.—I wish to remove a small swelling the size of a cherry ~ 


stone in the right palm of a girl aged 3. It appears to be an 
epidermoid or mucous cyst. How long can a pneumatic blood- 
pressure band for the control of haemorrhage be safely applied, 
and what special points in operative technique are to be empha- 
sized ? 

A.—It is perfectly correct technique to remove the cyst 
described under a general anaesthetic and with the use of a 
pneumatic blood-pressure band for the control of haemorrhage, 
but the time factor should not enter into the picture. The band 


-can safely be left on without release for half an hour or more, 


and it is unlikely that the operation will take half this length of 
time. Tourniquets of all descriptions can in fact be left on 
much longer than is stated in the average textbook or first-aid 


manual. This fact was amply proved in dealing with the casual- ’ 


ties of the last war. But if circumstances demand the reten+ 
tion of a tourniquet over long periods, release for only a few 
moments at half-hour intervals renders the procedure perfectly 
safe. The following points in technique may be noted. Use a 
sharp scalpel—sharp to the point; do not undercut the skin 


too near to the epidermis ; tie obvious vessels if injured, despite . 


the fact that they are not bleeding ; avoid cutaneous branches 
of digital nerves ; sew up skin with interrupted fine silkworm- 
gut sutures ; apply a pressure dressing. 


Retarded Speech Development 

Q.—Can you suggest any treatment for a boy aged 44 years 
who. has only a limited vocabulary of simple words? Health 
and intelligence good, hearing and memory excellent. The 
child is sociable and very musical, singing any tune perfectly 
after two or three hearings. He will not imitate words or 
phrases, however, and speech therdpy had no success owing 
to his lack of co-operation. 

.—It is difficult to advise in this case without knowing the 
results of certain tests. Some children develop speech normally 
after a late start, especially “only” children, or a first child 
who is not succeeded by another for several years. On the 
other hand, there may be some defect of hearing, such. as high- 
frequency deafness that cannot be detected without an audio- 
meter test, or an auditory imperception. Tests for the latter 
condition can be carried out by psychologists in certain clinics. 
If this child’s speech development is not affected by any organic 
abnormality the causation may be psychogenic. If so, it is 
important not to urge him to speak. Since he is musical, it may 
be possible to introduce words into the tunes that he learns. It 
will also help if adults are careful to use only clear and slow 
speech when addressing him, and a consultation at a child- 
guidance clinic would be useful to find out if there is any 
emotional conflict that would account for his retardation in the 
use of words. 

Decay of Finger-nails 
Q.—Is any treatment effective in preventing the dry decay, 
with occasional shedding, of finger-nails seen sometimes in 
elderly people? Is it always worth while to ask a pathologist 
to examine scrapings for possible fungus infection ? 
A.—Scrapings should always be examined for fungus, but if 
most nails are affected the condition is probably dystrophic 


from general causes, if not part of a skin disturbance such as 


psoriasis. Attention should be directed to the cause. Fractional 
doses of x rays may be given to the nail matrices. 


Eye Surgery in Animals 
Q.—What means should be adopted to ensure relaxation and 
fixation in a rabbit or cat so that an operation may be performed 
upon its eye ? 
A.—For minor operations the cornea and conjunctiva can 
be adequately anaesthetized by the instillation of dreps of 2% 
cocaine solution. Intraocular manipulations cal! for analgesia 


either by retrobulbar injection (2 ml. of 5% procaine solution) i 


or by intravenous or intraperitoneal injection of veterinary 


pentobarbitone soluble, 0.5 ml. per kilo of body weight. With 


general anaesthesia there is no difficulty in fixing the eye ; with 


local analgesia the animal is best held by an assistant. It is — 


unlikely that any operations can be carried out on the cat 
without general anaesthesia. 
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ANY QUESTIONS? | 


Intramuscular or Subcutaneous Injections 

Q.—Intramuscular injections can be a nuisance to both doctor 
and patient. What is the objection to giving liver extract or 
penicillin subcutaneously? Relative slowness of absorption 
would often seem to be an advantage. The same applies to 
oily solution of progesterone and oestradiol. One firm recom- 
mends that progesterone be given intramuscularly, and 
oestradiol “ intramuscularly or subcutaneously.” It is agreed 
that certain drugs are best given by special routes for speed 
of action or other reason, but does not the matter too often 
depend on the whim of the manufacturer ? 

A.—Intramuscular injections are less painful than sub- 
cutaneous injections. This applies especially to all injections 
of volume greater than 1 ml., because more bulk causes pain. 
Again, many substances are irritant—for example, penicillin, 
emetine, etc.—and are well tolerated only if given intramuscu- 
larly. Finally, oily solutions or suspensions are very slowly and 
irregularly absorbed from subcutaneous depots and are liable 
to give rise to abscess formation. 


Exposure to Lead 

Q.—In a lead-smelting works a number of men developed a 
moderate punctate basophilia of between 3,000 and 5,000 cells 
per million. They were given work outside the factory, but a 
year later their high basophil counts persist. Does this imply 
that they must still be absorbing lead ? 

A.—Punctate basophilia may persist for some time after 
exposure to lead has ceased, but it is important to ascertain 
if, in the case instanced, a source of lead exposure still exists. 
The possibility will be remembered, too, of the liberation into 
the blood stream of lead which has been stored in the body. 
Punctate basophilia (the size of the particles is worthy of note) 
is, of course, only a part of the picture, and a clinical examina- 
tion of the group of men (and their fellow-workers) with a 
consideration of the blood condition as a whole should decide 
the question of whether lead absorption is continuing or not. 


Treatment of Psoriasis 

Q.—Can you give me any information about the Goeckerman 
treatment for psoriasis ? 

A.—Goeckerman’s name has been attached to a treatment of 
psoriasis in which a tar paste such as the following is applied 
at night and is cleaned off with oil in the morning and the 
patient is subsequently exposed to ultraviolet light in erythema 
dosage: 


Crude coal tar .. 
Zinc oxide 
Soft 
Make into a paste. 
Lupus Vulgaris 

Q.—Is it safe for a young child to live in the same house as 
an elderly woman covered with dry red scaly lupus ? 

A.—The danger of the spread of infection from lupus vulgaris 
is slight, but it is possible through an open wound of the skin, 
even though this is small. It would therefore be advisable for 
the child to refrain from direct contact with the patient. It is 
important that anything used in washing and bathing by an 
infected person should be kept separate. 


Disseminated Sclerosis 
Q.—In a case of advanced disseminated sclerosis what 
measures may be adopted to alleviate the severe and painful 
flexion contractures of knee and elbow ? 

-—Among medicinal agents worth trying are the barbitu- 
rate sedatives. Recently injections of curare have been used 
with slight temporary improvement at times. Some cases are 
relieved by light splints or by immobilization in plaster. 
Surgical attempts at relief have included tenotomy, Stoffel’s 
operation, and even posterior rhizotomy. It must be confessed 
that flexor spasms often prove most obstinate despite all the 
foregoing measures. Thirty years or more ago preparations of 
conium were in vogue for this symptom, but the drug has 
passed out of fashion, and recent retrials have not been at all 
encouraging. 


beginning of January, not as stated in our issue of Sept. 6, p. & { 
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NOTES AND COMMENTS 


Judicial Hanging.—Dr. S. W. ALLworTHy (Belfast) writes. 
notes by Col. N. J. C. Rutherford (Aug. 16, P. 
Lieut.-Col. F. A. Barker (Aug. 30, p. 358) on Procedure j : 


: 


jails reminds me of the following historical note 

J. K. Ingram, F.T.C.D., on hanging in England. "Henge Prof 
mode of execution in use among the Anglo-Saxons. Indes ‘ies 
Beowulf—which its able editor, Kemble, believed to be a. oF 


form of a poem which the invaders of Britain had brought wi 
from their Continental homes—the gallows (galga) figures as 
established institution of the Teutonic races of Northern 
But it is very difficult to get any definite information as 


is 


history of hanging in England. It seems, however, quite pe 
that the idea of immediately extinguishing the life of the culpa 


by a sufficient fall never presented itself to our ancestors; their 
notion was that of suspending him by the neck for what mj 
seem an adequate time to ensure (?) strangulation. It is not 
by Blackstone as a somewhat singular fact that the only 
the sheriff has for a capital execution~is the signature of : 
to the calendar or list of all the prisoners’ names, with their 
tive judgments in the margin: formerly, in the days of Las 
and abbreviation, ‘sus per coll’ for ‘suspendatur per coll 


i 


Originally, however, he states there was a formal precept to th 
sheriff under the hand of the judge, but in none of the law books 
have I found a copy or exact description of this precept. I do ny 
even find how long the sentence to be * hanged by the neck till youd 
are dead’ has been in use. ‘It is clear,’ says Blackstone, ‘ that, ¥ 


‘upon judgment to be hanged by the neck till he is dead, the criming 


be not thoroughly killed but revives, the sheriff must hang him again, 
for the former hanging was no execution of the sentence.’ By 
strangely enough we find in the Vision of Piers Plowman a Passage 
which seems to show that the opposite of this either was, or wy 
believed to be, the established rule in his time: 


“Tt is nought used on earthe 


To hangen a felon A 
Ofter than ones, 
Though he were a tretour.” B 


The Rev. Samuel Haughton, F.R.S., M.D.(Dubl.), D.C.L.Oxon} 
in his famous book on Animal Mechanics published in 1873, ing 
digression on the art of hanging gave his own experiences am | 
mathematical calculations with regard to the “long drop” agama 
instantaneous death which he advocated. He says: “ According § 
the original forrn of death punishment for treason in England, i | 
hanging was used as an anaesthetic, preparatory to the disembowsd 
ling (or drawing) that always preceded the quartering of the criminayj 
and the present slow process of hanging, practised by Calcraft anj 
others in England and Scotland, which consists in dropping th 
patient through two or three feet and allowing him to hang uni : 
dead, is the faithful representation of the original process of hanging 
which was intended to fulfil a purpose quite different and disting i 
from that of the speedy execution of the criminal. It seems tom 
unworthy of the present state of science to continue a mode @ 
execution which as at present used is extremely clumsy, and also | 
painful to the criminal. Instead of the ‘short drop’ used ® 
ought to employ the ‘ long drop’ which causes instantaneous death? 


Infantile Eczema.—Dr. C. W. F. McKean (London, W.1) writes 
True atopic infantile eczema should be. distinguished from sebor | 
rhoeic dermatitis in infants (Sept. 6, p. 403). The latter is the @ 
commoner condition. Soap and water should perhaps be avoided 
in the acutely red stage, when normal saline may be used for cleang 
ing, if necessary, but olive and arachis‘ oil are definitely contra 
indicated, and will always worsen or prevent the cure of seborrhoeiy 
conditions. Indeed, oils should be used with caution in all ski 
diseases. 


Correction.—The courses of instruction for the Diploma 1 , 
Tropical Medicine and Hygiene at the Liverpool School of Tropical $2 
Medicine for the years 1947-8 start at the end of August and t $ 
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